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Vew (4th) Edition! 
Miller and Avery - GYNECOLOGY 
and GYNECOLOGIC AURSING 


This comprehensive volume clearly presents the nurs 
ing aspects of gynecology—stressing the responsibilities 
of the nurse to her patient. Emphasis throughout is 
on the principles of nursing care, incorporating thes¢ 
fundamentals into the descriptive material in disease 
wherever possible. Four entirely new chapters have 
been added on: Interpersonal Relationships; Gyne 
cology of Infancy and Childhood; Gynecological Geri 
itrics; and Terminal Care for the Advanced Cancer Pa 
tient. New discussions cover feminine hygiene, nursing 
care for patient with carcinoma of the vulva, and 
nursing care of patients receiving x-ray and radium 
therapy. Many new and redrawn illustrations amplify 
the text 
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Routh - INORGAME, ORGAME 
and BIOLOGICAL CHEMISTRY 


Keeping in mind the student nurse's special needs and 
interests, this thoroughly revised text covers the en 
tire field of chemistry. For this Neu (4th) Edition the 
iuthor emphasizes the rapid development in radio 
chemistry, organic, pharmaceutical and _ biological 
chemistry. You'll find vital information on: radio 
therapy WS¢ of nuclea? energy in biological research 
medicine and industry—alkyl radicals—amids—deter 
gents absorption of fats—reactions involved in the 
metabolism of major foodstuffs—ionization of electro 
yles—hydrolysis of salts purification of water with 
ozone—pyridoxine—etc. Many new and revised illustra 
tions spark the text. Rewritten introductory para 
graphs link each chapter to preceding material 


By Josern I. Routn, Ph.D., Professor of Biochemistry, State Univer sity 
f lowa R4 page with 109 illustrations. About $4.50 
New (4th) Edition Just Ready 





Be sure to see the 
New (20th) Edition of 
DORLAND’S POCKET 

MEDICAL 
DICTIONARY 


the nurse’s choice for Name 


over a half century Address 











W. B. SAUNDERS COMPANY 


Please send me the following buoks when ready C.0.D 


Gunther 
Routh’s Inorganic, Organic & Biological Chemistry, About $4.50 
Routh’s Laboratory Manual of Chemistry, About $1.75 
Dorland’s Pocket Medical Dictionary, $4.50 


Vew (5th) Edition! 
Gunther - Garnsey’s 
DOSAGE and SOLUTIONS 


Incorporating all the important new drugs, this com- 
pact reference handbook simply and effectively covers 
every procedure concerned with handling powertul 
drugs and making up poisonous solutions. ‘I he autho1 
discusses such topics as: administration of medicines 
antiseptics and disinfectants with their principal uses 
solutions made from pure drug—ratio and proportion 
classification of drug effects etc. Dosage, in both 

apothecary and metric systems, has been extensively 
revised for this New (5th) Edition. Hundreds of new 
drug listings and preparations are given The section 
on poisons and antidotes is completely rewritten and 
up to-date. New charts point out pe diatric drug dosage n 
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New (4th) Edition! 


Routh - Laboratory Manual 
of CHEMISTRY 


Phough designed to keep pace with Di Routh’s text 
(described opposite), the brief, clear-cut exercises pre 
sented here can be used with any standard chemistry 
text. The author includes new experiments such as 
Veutralization—Test for Sulfur—Preparation of Acetv 
Icid—Preparation and Properties of Aromatu Esters 

Preparation and Titration of Normal Solutions—Et 
Changes in the section on Organic Chemistry empha 
size the application of chemical principles to clinical 
tests and conditions. Additional experiments in_ the 
Biological Chemistry section include a test for calcium 
in the urine, based on a method of clinical estimation 
of this constituent. In view of the increasing import 
ance of the manv new steroids, an exercise on cortisone 
has been added. 


By Josern 1. Routh, Ph.D. 115 pages, illustrated. About $1.75 
New (4th) Edition—J ust Ready 


Easy to Order! Clip Coupon and Mail Today mm 


West Washington Square 
Philadelphia 5 


Miller & Avery's Gynecology, About $5.50 


Garnsey's Dosage and Solutions, About $2.50 
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IN THIS ISSUE 


COVER: An indication of the progress 
made in the fight against heart diseases 
is the move of cardiac catheterization 
from the research laboratory and into 
use in hospitals such as the Georgetown 
University Hospital. This issue is de- 
voted to bringing you up to date on new 
developments in the treatment of cardiac 
diseases and improved nursing care of 
the cardiac patient. 


eee : 
Nursing World 


ARDIAC NURSING 


Because they are so busy in their occupation and, in many instances, run- 
ning homes and raising families besides, nurses are often unaware of what 
those outside their profession are saving—and writing—about them. To 
help vou keep informed on the opinions of others about nursing, NURSING 
WORLD this month initiates a new column, “What Thev're Saving” 
page 5), written by Shirley Hope Alperin, R.N., a popular nurse-author 
whose stories about nurses have appeared regularly on our pages. 


“Comprehensive Care for the Rheumatic Heart Patient” (page 8) was writ- 
ten by the four members of the staff of the University of Oklahoma 
Medical Center who developed the plan of care for one of their patients. 
Rosa Corrie, R.N., assistant director of nursing service at the hospital, 
graduated from the University of Oklahoma School of Nursing in 1942 and 
has been in her present position since April 1956. Jack D. Welsh, M.D., 
received his bachelor’s degree from the University of Nebraska in 1950 
and his M.D. from that university four years later. He is now chief 
medical resident at the Medical Center. Lucille Sommer, nutrition clinic 
dietitian at the hospital, is a graduate of Iowa State University and did 
graduate work at the University of Oklahoma. Armin L. Saeger Jr., in addi- 
tion to working part time as medical social worker at the Medical Center, 
also works with the Kickapoo Indians. A graduate of Earlham College 
in Richmond, Ind., where he received his bachelor’s degree, Mr. Saeger 
holds a Master of Social Work from the University of Oklahoma School 
of Social Work. 

. “pa The “War Against Heart Diseases” is described by 
a Myrtle H. Coe, R.N., A.B., on page 12. Mrs. Coe, 
: assistant professor at the University of Minnesota 
School of Nursing, received her bachelor’s degree 
from Pembroke College of Brown University and has 
to date completed 115 credits of graduate work at the 
Graduate School of the University of Minnesota. Mrs. 
Coe has served on the executive committee of the 
Minnesota Heart Association since 1952 and has been 
a member of the education committee of the Council 
Myrtle H. Coe on Rheumatic Fever and Congenital Heart Disease of 
the American Heart Association since 1948. 


Florence C. Elliott, R.N., M.N.A., author of “Emotional Needs of the 
Cardiac Patient” (page 14) and nursing supervisor of the Variety Club 
Heart Hospital, University of Minnesota Hospitals, Minneapolis, Minn., 
received a B.S. from the University of Cincinnati in 1949. She received 
a B.S. in Professional Nursing from the University of Minnesota in 1953 
and the Master of Nursing Administration from that university in 1956. 


Helen Creighton, R.N., J.D., who explains “The Nurse’s Role in Cardiac 
Catheterization,” page 25) has had a varied career. Before entering 
nursing Miss Creighton had taught college mathematics and worked in 
the War Department and in the private practice of law. She received 
a B.S.N. degree from Georgetown University School of Nursing. 


Alice E. Keefe, R.N., Ph.D., in the final article in a series of three, 
asks, “What Do Grades Represent?” (page 31). Dr. Keefe is chairman both 
of the Committee on Research and the Division of Nursing Education 
for the Southern New York League for Nursing. 
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what they’re saying 





by SHIRLEY HOPE ALPERIN, R.N. 


HE article entitled “Cruelty in 

Maternity Wards,” written by 
Gladys Denny Shultz and appearing in 
the May 1958 issue of the Ladies’ Home 
Journal, was an indictment of certain 
obstetrical practices. The article was di- 
rected in part against registered nurses 
who reportedly engaged in some of 
these practices. The springboard for the 
article was a letter from a woman who 
signed herself “Registered Nurse.” In 
the letter she asked the magazine to 
“investigate the tortures that go on in 
modern delivery rooms.” 

The Journal published this letter in 
November 1957. Due to the over- 
whelming response from readers, many 
of whom corroborated “Registered 
Nurse’s” charges, the magazine made 
public its findings in May. Once again, 
a flood of letters poured into the 
Journal offices. Subsequently, another 
article on the same subject was pub- 
lished in the December 1958 issue. It 
is interesting to note that of the numer- 
ous professional people who wrote to 
the magazine, several R.N.’s confirmed 
the existence of the alleged practices. 

NURSING WORLD, starting with 
this issue, will regularly bring to your 
attention comments—favorable and un- 
favorable—on nursing, made by those 
outside the profession. This month we 
shall present a resumé of the comments 
made in the Ladies’ Home Journal. 

In the Journal article, one woman 
voiced the opinion that a definite hos- 
tility existed among nurses toward 
women in childbirth. She stated that 
there appeared to be a feeling that a 
woman in childbirth has brought her 
troubles on herself and therefore de- 
serves no kindness. The nurses’ atti- 
tude seemed to be, “One moaning with 
pain from an operation is an object of 
sympathy. A woman moaning with pain 
in childbirth is just a nuisance.” 

This attitude was further reinforced 
by other women who claimed that 
nurses treated mothers as “unimportant 
cogs in the machinery of the mass pro- 
duction of infants; and . . . treat the 
father as a strictly incidental and some- 
what comic figure in the well-charted 
routine of the maternity ward.” Sur- 
prisingly, a desire was expressed by 
many to have their husbands with them 
during the delivery. Those who were 
permitted to share such an experience 


FEBRUARY 1959 


found it spiritually meaningful and 
physically helpful. It is true that some 
men are not equipped for an emotional 
crisis of this sort, but as the Journal 
pointed out, “there is no reason why 
a few unstable husbands should cause 
a ban on all husbands, the majority of 
whom have level heads as well as a 
great deal of usefulness.” 

Letters came from women who com- 
plained of the practice of delaying de- 
liveries by nurses forcibly holding the 
mother’s legs together. Such a charge 
was rebutted by an R.N. who wrote 
that a practice of this nature is unheard 
of in large hospitals well staffed with 
interns and residents. However, one 
irate mother declared that her nine- 
year-old retarded son was the victim of 
a delayed delivery. She stated that her 
baby was born in a large hospital in a 
well-known city. “At ten thirty, a nurse 
told me that my baby had ‘crowned’ 
and that he had black hair,” said the 
woman. “When the doctor didn’t arrive 
in time, they stopped me from giving 
birth by holding my legs together 
until I was given anesthesia. The time 
of delivery on the birth record is 2:30 
A.M.” The baby suffered a brain in- 
jury from lack of oxygen. 

The Ladies’ Home Journal carefully 
made the point that intentionally de- 
layed deliveries are not practiced by 
most doctors. Fortunately, reputable 
physicians neither recommend nor con- 
done such procedures. They also con- 
demn the act of inducing birth when 
it is not necessary. 


Shattering Experience 


Nevertheless, several mothers report- 
ed that such practices actually occurred. 
One woman, a primipara, said an at- 
tending registered nurse, had a shat- 
tering experience in the labor room. 
The doctor, she said, had apparently 
another “appointment” and was eager 
to get the delivery over with. When 
the patient wasn’t progressing fast 
enough, he administered pituitrin to 
hasten the birth. Though her cervix 
was not fully dilated, he attempted to 
pull at the baby’s head with the forceps 
that had slipped twice. The viable in- 
fant was placed in a respirator, but died 
24 hours later from brain damage which 
was verified by a post mortem examina- 


tion. After the birth, the doctor left 
the mother without examining her to 
see if there was any cervical damage. 
An intern was told to suture up the 
poorly made episiotomy. Following this 
nightmarish experience, the woman 
went into shock due to loss of blood. 

Many other mothers reported vary- 
ing unpleasant experiences during 
childbirth. Some of these women have 
had four to eight children. What 
puzzled them mainly were the abuses 
suffered in one hospital and the excep- 
tionally fine treatment given in another. 

Letters critical of the May article 
came from doctors and nurses through- 
out the country. A typical letter came 
from a physician married to an R.N. 
vho had worked as an_ obstetrical 
nurse in the largest county hospital in 
the United States, where over a thou- 
sand babies are born each month. He 
stated, as did many professionals, that 
he and his wife (who was also the 
mother of three) had never seen any of 
the sadistic practices described. 

Further indignation was expressed 
by medical people who stated that the 
women who complain of their treatment 
during delivery are “generally spoiled, 
hysterical, and the victims of their own 
fears.” Nurses and doctors wrote that 
the memory of a woman in childbirth is 
unreliable because she has been medi- 
cated. The Journal disputed this fact 
with the report that some of the women 
who related cruel experiences had been 
given no drugs at all. However, it is 
known that in certain instances when 
scopolamine is administered without 
a tranquilizer, hallucinations, “wild 
dreams,” and psychomotor agitations 
may appear. 

Professionals complained to the 
magazine that “women seem to de- 
mand the kind of care which busy 
hospital staffs simply haven’t time to 
give.” At the 40th annual dinner of 
the Maternity Center Association in 
New York City, Dr. John Whitridge 
Jr., associate professor of obstetrics and 
gynecology at the Johns Hopkins Medi- 
cal School, offered some pertinent sug- 
gestions. Dr. Whitridge reported that 
each year in hospitals there are sev- 
eral hundred thousand women who de- 
liver without ever having the benefit 
of an examination by a physician dur- 
ing labor. He states that these mothers 
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are attended during labor and delivered 
by nurses who have had no special 
training for this role. Some are practi- 
cal nurses and others, nonprofessional 
hospital workers. 

According to Dr. Whitridge, there are 
not enough doctors to give adequate 
care to all maternity patients. To al- 
leviate this shortage, he suggested a 
program of training for at least 400 
nurse-midwives a year. Such registered 
nurses with specialized training would 
be able to help in the care and educa- 
tion of patients during pregnancy. 
“They would be available for continu- 
ing competent care during labor,” said 
Dr. Whitridge. “In the event that cir- 


cumstances prevented the attending 


physician from being present for the 
delivery, it would be competently per- 
formed, instead emergency 
basis by someone ill equipped for this 
function.” The Ladies’ Home Journal 
concurred with Dr, Whitridge’s plan. 

The article concluded with a num- 
ber of recommendations for the im- 
provement of conditions in maternity 
wards. The Journal advocated a com- 
prehensive medical prenatal program. 
During this period, the pregnant 
woman should endeavor to learn as 
much as possible about her changing 
bodily functions by reading and by 
talks with her physician. She will then 
feel relaxed and reassured when the 
time comes for her to go to the hospital. 
Cheerfulness and a warm reception 
from hospital personnel are important 
in keeping her spirits high on arrival. 
with 


of on an 


Permission to have her husband 
her should be granted if she so desires. 
If the mother’s labor is normal, she 
ought to have the right to refuse any 
drugs. Her delivery should never be 
delayed or induced unless it is medi- 
cally sound. It would be a great emo- 
tional comfort to her to know that her 
doctor can meet her at the hospital and 
stay within call until the birth is ready. 
If this is not possible, the doctor should 
be with her at least 30 minutes before 
delivery, remaining throughout the 
final stages. To avoid anxiety and un- 
necessary delay, she should understand 
that the services of a trained nurse- 
midwife are usually adequate. 

“Above all, she wishes to be treated 
as a human being,” stated the Journal 
article. “Giving birth is a function she 
shares with animals, but a woman in 
labor is not an animal . . . she responds 
to encouragement, to cheerfulness, to 
kindness . . .” 

According to the Ladies’ Home Jour- 
nal, most prospective mothers realize 
that members of the medical profession 
are truly dedicated human beings. On 
the other hand, doctors and nurses 
should more fully understand their 
patients if undesirable practices in the 
maternity wards are to be eliminated. 
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REPORTS 


N.Y.U. Dinner 


The New York University School of 
Education Nurse Alumnae and the De- 
partment of Nurse Education will hold 
their third annual dinner at the Shera- 
ton-East Hotel in New York City on Sat- 
urday, Feb. 14. The dinner, in the Main 
Ballroom, will follow a reception which 
is to be held in the Trianon Room. 

During the affair, Mrs. Estelle Os- 
borne, co-ordinator of nursing advisory 
and other general administrative serv- 
ices of the National League for Nurs- 
ing, will be honored as an outstanding 
nursing leader. Margaret Arnstein, chief 
of Public Health Nursing Services of 
the United States Department of Health, 
Education and Welfare, will discuss 
“Planning Today for the National Nurs- 
ing Needs of the Future.” 

Tickets for the dinner may be ob- 
tained, at $9 per person, from Gertrude 
Stokes, Department of Nurse Education, 
New York University, 49 South, New 
Yerk 3, N.Y. 


Army Nurse Retires 


Lieut. Col. Katharine V. Jolliffe, 
chief nurse at Second United States 
Army Headquarters since July 1946, 
recently retired after serving with the 
U.S. Army Nurse Corps 28 years. Suc- 
ceeding Lieut. Colonel Jolliffe is Lieut. 
Col. Frances C. Gunn, formerly chief 
nurse of the U.S. Army Communiza- 
tion Zone in Europe. 

Lieut. Colonel Jolliffe was honored 
in a retirement ceremony and retreat 
review at Fort George G. Meade, 
Marvland, on Oct. 31. Among _ those 
attending the ceremony were Col. Inez 
Haynes, Chief, Army Nurse Corps, and 
Lieut. Col. Margaret I. Harper, As- 
sistant Chief of the Corps. 


Increased Social Security 


Several changes made in Social Se- 
curity during 1958 became effective the 
first of this year. Some of the changes 
in the benefits are: 

& Dependents of workers entitled 
to disability benefits may be eligible 
for payments. These include the dis- 
abled person’s wife, 62 years old or 
over; wife, regardless of age, with 
children in her care; and dependent 
children. Applications for these bene- 
fits must be filed with the social secur- 
ity district office. 


® Previously a disabled person must 
have worked for at least five years out 
of the 10 and 1% years out of the three 
vears before becoming disabled. The 
provision calling for 1% years employ- 
ment has now been dropped. Any 
person who previously could not qualify 
because of the latter provision is advised 
to contact his social security office im- 
mediately and file an application. 

®& Disabled individuals may now re- 
ceive full social security disability bene- 
fits even when receiving State work- 
men’s compensation benefits or some 
type of disability payment from the 
Federal Government. 

®& A dependent parent of a worker 
may also receive payments, even when 
the worker is survived by a widow, 
widower, or child. The parent must file 
an application. 

& Further information about these 
and other changes in the benefits may 
be obtained from social security district 
offices. 


Heads Beirut Army Hospital 


Maj. Beata Lieske, Army Nurse 
Corps, has been assigned to take charge 
of the nurses assigned to the Army hos- 
pital, which was recently established in 
Beirut, Lebanon. Major Lieske was 
transferred to Beirut from the United 
States Army’s Second General Hospital, 
Landstuhl, Germany. 

She is a graduate of Maryland Gen- 
eral Hospital School of Nursing, Balti- 
more, Md. 


Five Nurses Commissioned 


Five nurses were recently commis- 
sioned in the United States Army Nurse 
Corps at First Army Headquarters on 
Governors Island, N. Y., bringing to 61 
the total of male and female nurses 
commissioned from that area since Janu- 
ary 1958. 

The new Army nurses are 2d Lieut. 
John C. Cremer, Ist Lieut. Ashley 
Louise Wilson, 2d Lieut. Monica B. 
Crossdale, 2d Lieut. Marie M. Latch- 
ford, and Capt. Kenneth Stuart. 

Col. Howard W. Doan, who took of- 
fice as First Army Surgeon on Oct. 1, 
commissioned the A.N.C. officers. 


For R.N. Health Programs 


The Committee on Economic and 
General Welfare of the American 
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Nurses’ Association is currently promo- 
ting health programs for registered 
nurses, on the belief that hospital em- 
ployees and those in health agencies 
are entitled to the same benefits as em- 
ployees in business and industry. 

According to the 1958 edition of 
Facts About Nursing, over 50 per cent 
of the active registered nurses are mar- 
ried; about 15 per cent of this number 
are over 50. This indicates that the 
problems of job placement and length 
of employment for the pregnant nurse 
and the older nurse must be considered, 
in addition to the more obvious health 
hazards involved in nursing. Fatigue 
and tension, resulting from the increas- 
ingly complex responsibilities the nurse 
must assume, are other health hazards. 

Some basic steps in the direction of 
promoting R.N. health programs include 
the basic pre-employment and routine 
health examinations provisions includ- 
ed in minimum employment standards 
developed by A.N.A. sections and the 
inclusion of a provision for health exam- 
inations at the place of employment in 
sample contracts prepared by the 
A.N.A. as guides for S.N.A.’s in collec- 
tive bargaining. All of the contracts re- 
cently negotiated have contained this 
provision, 


Civil Defense 
Reports from State Nurses’ Associa- 


tions on nursing in national defense in- 
dicate that they are placing increasing 


emphasis on preparing to nurse in case of 
a national emergency. Forty-one of the 


54 $.N.A.’s have committees at the state 
level, 36 of them special committees. 
Nevada, New Hampshire, and Pennsyl- 
vania associations have standing com- 
mittees, and Louisiana and Michigan 
each have a joint committee with the 
state league for nursing. 

The S.N.A.’s work closely with other 
organizations in civil defense planning. 
Some S.N.A. members serve within the 
state civil defense department, which, 
in turn, is often represented on the 
S.N.A. committee. 

Fifteen state chairmen have reported 
that they or their representatives have 
attended national and regional civil de- 
fense meetings and courses in civil de- 
fense. 


Low Pay, Long Hours 


Hourly remuneration of staff nurses 
is “lower than the hourly rates for the 
lowest paid group of industrial workers 
in nearly half the countries covered,” ac- 
cording to a report by the International 
Labor Organization. The report, dis- 
cussed by nursing experts from 15 coun- 
tries meeting recently in 
Switzerland, was based on information 
obtained from 54 countries and terri- 
tories and concerned working conditions 
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pay, holidays, and opportunities of 
nurses. 

According to the L.L.O. report, many 
countries pay little recognition to the 
nurse’s education, workload, functions. 
and responsibilities. 


Nuclear Nursing Course 


The Navy Nurse Corps recently con- 
ducted the world’s first course in Nucleai 
Nursing, in which Navy Nurses studied 
principles underlying radioisotope and 
mass casualty procedures as related to 
medical diagnosis, treatment, and nurs- 
ing care. The purpose of the course was 
to promote nursing readiness and par- 
ticipation. 

Nurses who graduated from the course 
in December 1958 have been assigned 
to clinical radioisotope laboratories, op- 
erating room suites using radioisotopes, 
metabolic research wards, and _ allied 
disciplines. 


Brotherhood Week 


February 15-22 will be observed as 
Brotherhood Week. Sponsored by the 
National Conference of Christians and 
Jews, its purposes are the rededication 
to the basic ideals of respect for individ- 
uals and peoples, development of prac- 
tical steps people can take to promote 
understanding and realization of these 
ideals, and the enlistment of people in 
year-round activities which will build 
brotherhood. 

Theme for the 1959 Brotherhood 
Week is “Brotherhood for Peace and 
Freedom—Believe It! Live It! Support 
It!” 


International Students Day 


Sixteen foreign students studying at 
both the bachelor’s and master’s degree 
levels at the Boston University School 
of Nursing took active part in the Uni- 
versity’s fifth annual International Stu- 
dents Day program, which saluted 
United Nations Day. 

Nursing students from the 
globe who participated in the program 
were Else Gotzsche and Sister Elna 
Nielson, Denmark; Duangchai Mukta- 
prakorn, Vichien Thavilab, Pian Poon- 
Titasarn Somkit, and Lauha- 
chinda Phinya, Thailand; Ruth Lat- 
tapiat and Maria Figueroa, Chile; Yo- 
landa Galvez, Guatemala; Marcia 
Washington, Liberia; Florence Williams 
and Cecelia Fores, Costa Rica; Wazir 
Begum, Pakistan; Paroohy Getzonian, 
Lebanon; and Raija Sudiluoto, Finland 

The students are sponsored by such 
organizations as the World Health Or- 
ganization, W. K. Kellogg Foundation, 
National Council of Jewish Women, 
and the Rockefeller Foundation. In 
all, there are 31 


the school. 


around 


suvan, 


foreign students at 


New Associate Director 


Edna E. Tuffley has been appointed 
associate director of the nursing service 
of The New York Hospital-Cornell Med- 
ical Center, New York City. Previous to 
her appointment, Miss Tuffley had been 
director of the nursing service of North 
Shore Hospital, Manhasset, N.Y. 

A graduate of The Memorial Hospital 
School of Nursing, Pawtucket, R.I., Miss 
Tuffley holds B.S. and M.A. degrees in 
Nursing Education from New York 
University. 


New Procurement Officer 


Maj. Sarah W. Bunn, Army Nurse 
Corps, recently replaced Maj. Isabel 
Fennon as a member of the First United 
States Army Nurse Procurement team. 
Major Fennon has been reassigned to 
Germany. 

Major Bunn was formerly stationed at 
the Valley Forge Army Hospital. She 
is a graduate of Bellevue School of Nurs- 
ing, New York City, and received a 
B.A. degree from East Carolina Teach- 
ers College, Greenville, N.C. 

Since joining the A.N.C. in 1941, 
Major Bunn has served at Army hospi- 
tals at Fort Jackson, S.C.; in the Pacific; 
at Fort Bragg, N.C.; Pratt General Hos- 
pital, Coral Gables, Fla.; and Walter 
Reed Army Hospital, Washington, D.C. 
She also served in Japan. 

\s a member of the Army Nurse 
Procurement team, Major Bunn will 
tour the First U.S. Army area to tell 
student nurses, hospital and high school 
groups about the need for nurses in the 
Army. She will interview applicants for 
the Army Student Nurse Program and 
aid nurses interested in Army nursing 
to obtain application forms and informa- 
tion. 

Major Bunn will be stationed on 
Governors Island, New York Citv. 


Studies at Western Reserve 


Lilli Petschnigg, assistant director of 
the Nursing Bureau, Red 
Cross Societies, has received a scholar- 
ship from Western Reserve University, 
Cleveland, Ohio, and is now undertak- 


League of 


ing one year of academic study in nurs- 
ing education at the university. Het 


studies are sponsored jointly by the 


League of Red Cross Societies and the 
American National Red Cross; St 
Barnabas Giild is providing living quai 
ters for her. 

Miss Petschnigg, an Austrian citizen 
has initiated home nursing programs in 
37 Red Cross societies through conduct- 
ing instructor training courses, assisting 
with plans for instruction, and aiding in 
translating instructor’s guides and text- 
books. She also assisted in the organiza- 
tion of the Trained Nurses’ Association 
of Austria. 
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dietitian—at the University of Oklahoma Medical 
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PATIENT with rheumatic heart 
A disease is not only one with a dis- 
eased heart; he is a person with multiple 
problems who needs understanding and 
guidance to help him face the future 
as an accepted member of society. It 
must be possible for him to function 
within his physical limitations and ful- 
fill his own emotional needs. No one 
can do this alone; he must have help 
in accepting the reality he must face 
throughout his life. 

These goals can be reached only 
through comprehensive planning and 
care, which demand recognition on the 
part of each member of the health team 
that all members are working toward a 
common goal. Only through their com- 
bined efforts can they achieve this type 
of service which in expertness and in- 
sight will go far beyond anything they 
can accomplish separately. 

To illustrate how some of these goals 
may be accomplished through teamwork, 
we shall tell you about a boy whose 
serious problems began with rheumatic 
fever. He was referred by his local 
physician to the University of Oklahoma 
Medical Center, where a plan for a way 
of life for him was formulated. 

Joe, an 18-year-old high-school stu- 
dent was born and raised near a small 
town in Oklahoma where his father is 
a farmer. His family lives in a four-room 
house on rented property. His father, 
52, has hypertension and heart disease 
which have prevented him from having 
continuous employment; his mother is 


Rheumatic Heart Patient 


50 and enjoys good health. 

There are eight siblings; two brothers, 
one 13 and the other who is Joe’s twin, 
are both well and live at home. Of his 
six sisters, ranging in age from 15 to 
24 years, only the youngest still lives 
with the parents, An older sister died in 
1949 in this hospital with rheumatic 
heart disease. One married sister was 
told by her physician that she too had 
a heart damaged by the disease. 


Brought by Parents 


Joe was brought to the out-patient 
clinic by his parents. He appeared to 
be an asthenic boy, quite concerned 
about his heart condition, but not in 
immediate distress. He was alert and 
co-operative in relating his history but 
reticent about volunteering any details 
unless specifically questioned. 

Joe had the usual childhood diseases 
and has had a squint of his right eve 
since birth; he sees only the outline of 
objects with this eye and has diplopia 
on close vision. Although this has 
bothered him since he started school, 
no correction has ever been attempted. 

When he was 13 years old, the boy 
became quite ill with swollen knee 
and ankle joints, accompanied by fever 
and intense pain. Joe’s local physician 
diagnosed his illness as rheumatic fever, 
gave him “white pills,” and kept him in 
bed until all joint symptoms were gone. 
This, Joe recalls, took about one month. 

At this time the consultant nurse for 
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The four authors meet in the medical conference room of the University of Oklahoma Medical Center to discuss the preparation 
of this article. They are, from left to right, Rosa Corrie, R.N., Armin L. Saeger Jr., Jack D. Welsh, M.D., and Lucille Sommer. 


the Oklahoma Commission for Crippled 
Children visited their home and en- 
couraged Joe’s parents to bring him to 
the University of Oklahoma Medical 
Center for evaluation and care. His 
mother, though not completely opposed, 
left the decision to his father, who de- 
cided against it because he felt sufficient 
help was available in their local com- 
munity. 

Joe began to feel better and was able 
to attend school for two more terms 
without difficulty. But three years ago, 
when he was 15, Joe began to notice 
shortness of breath on exertion. This has 
continued progressively until now. He 
can walk no more than three blocks or 
climb one flight of stairs without resting. 
He sometimes has shooting pains in his 
left chest. During this interval he has 
gone to see his physician infrequently. 

Before the close of last year’s school 
term, Joe developed a cold character- 
ized by sore throat, chills, fever, rhinor- 
rhea, and cough. His teachers encour- 
aged him to come to the hospital then 
and be evaluated, but he did not do so. 

Joe’s physician prescribed daily use 
of digitalis but this myocardial stimu- 
lant did not control his dyspnea. He con- 
tinued to do some farm work with his 
father’s encouragement, even though 
this work left him completely exhausted. 
He likes basketball and baseball but 
hasn't been able to play for about three 
years because of dyspnea. 

Joe’s twin brother became so worried 
about Joe’s “panting” more than usual 
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that he persuaded his mother to take 
Joe back to the physician. This led to 
the boy’s referral to the University of 
Oklahoma Medical Center. The Okla- 
homa Commission for Crippled Children 
will finance treatment here until Joe 
reaches 21. Meanwhile, Joe, who enjoys 
school and makes good grades, hopes 
to graduate this year. He has no particu- 
lar plan following his graduation, but 
thinks he might do farming. 


Examination 


Joe was first examined in the out- 
patient clinic, diagnosed as having rheu- 
matic heart disease, and admitted to a 
medical ward for evaluation care. The 
electrocardiograph, X-rays, and fluros- 
copy showed Joe had generalized cardi- 
ac enlargement with right and left ven- 
tricular hypertrophy and marked left 
atrial enlargement. The physical findings 
completed the diagnosis of rheumatic 
heart disease with aortic insufficiency, 
aortic stenosis, mitral insufficiency, and 
mitral stenosis. 

Joe’s blood count and urinalysis re- 
port were within normal range but a 
throat culture grew alpha streptococci, 
and the anti-streptolysin titer was 250 
units. This test measures serum anti- 
bodies to an antigen of Group A Strep- 
tococcus. During the past few decades, 
the relationship between Group A Strep- 
tococcic infections and rheumatic fever 
has become firmly established. The anti- 
body titer becomes detectable the sec- 


ond week after infection and increases 
until a maximum is reached within four 
weeks. 

With these factors known, the plan 
for future care began to be formulated, 
and members of each discipline started 
to assume their roles in this plan. It was 
decided that Joe’s medical management 
would concentrate on complete bed rest, 
redigitalization (because this has been 
inadequate), penicillin therapy to treat 
the streptococcic infection, and a sodi- 
um-restricted diet. 

The physicians and nursing staff made 
sure that all procedures were spaced to 
avoid unnecessary disturbance and 
stress, and to prevent Joe’s expending 
too much energy. Everyone put stress 
on supportive help so that Joe might be 
encouraged to express his feelings about 
the interruption of his ordinary life. 
This was a real challenge because even 
casual conversation was difficult for this 
shy and withdrawn young man. 

The diet prescribed for Joe was 
limited to 1,000 mg. of sodium daily. 
Since a sodium-restricted diet involves 
some changes in eating habits, we had 


to prepare Joe for these changes and 


enlist his support in making the diet 
successful. To do this, the dietitian 
visited Joe soon after the physician or- 
dered the diet and briefly discussed with 
the boy the part a sodium-restricted 
diet would play in his care. She ex- 
plained that salt is nearly half sodium 


and that the bodv’s sources of sodium 


are food, water, and medicines. He was 
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told that his body was retaining some of 
the sodium normally excreted, and that 
the sodium was in turn holding water 
in his tissues. Using simple illustrations, 
such as showing Joe how a salt shaker 
becomes clogged in damp weather and 
how a cracker becomes soggy, the dieti- 
tian helped him to understand that 
sodium retains moisture. She empha- 
sized that a sodium-restricted diet is 
common, that although the diet is lim- 
ited in sodium, it contains all the foods 
necessary for good nutrition. The dieti- 
tian then made plans to talk with Joe 
the next day and asked him to think of 
questions they might discuss. 

On her return visit the dietitian an- 
swered Joe's questions and gave him a 
copy of the 1,000 mg sodium diet he 
was to follow, instructing him on how 
to select his food each day from the 
hospital low-sodium selective menu. The 
this to stimulate 
the patient's interest in the diet, to make 
his meals more pleasant by providing a 


purpose of menu is 


choice of foods, and to help him learn 
included in his diet. Al- 
though Joe appeared receptive to the 
instruction and learned to select his own 
diet, he offered very few 
about the food or the diet. 

Soon after Joe’s admission, the social 


what may be 


comments 


worker began informal discussions with 
They talked about his vocational 
plans—it was no longer medically pos- 


him 


sible nor advisable for Joe to continue 
his plans to be a farmer. Arrangements 
were made for Joe to continue in his 
senior vear in high school with bedside 


lessons with the hospital schoolteacher, 


Through the co-operative efforts of the 
social worker and a hospital volunteer, 
a typewriter was obtained for Joe to 
use. (When Joe was discharged, the 
husband of the volunteer paid for the 
typewriter and gave it to Joe to take 
with him. ) 


Joe’s Worries 


There seemed to be two major prob- 
lems worrying the patient. First, could 
anything be done about his eye? We 
found that eye muscle surgery would be 
considered when his cardiac status al- 
lowed, and he had this to look forward 
to. The other question was whether he 
could ever have surgical repair for his 
heart; he had been told this procedure 
was now being done. The cardiologists 
were not encouraging, but since he did 
have an opinion from them, he could 
accept this and hope for improvement 
in his condition. 

Those caring for Joe began to realize 
he was passive and co-operative about 
his regimen but seemed unable to talk 
about many of his feelings; we felt that 
he did not really understand anything 
that was happening to him. Further- 
more, the ward personnel were unable 
to develop a relationship that could 
afford real support. A married sister 
visited him each night and his parents 
visited each weekend. 

The first few contacts the social 
worker had with Joe showed him to be 
equally unresponsive, but this changed 
once he brought Joe some handicraft 
equipment and games. Joe seemed to 


Social worker Armin Saeger looks on as Doctor Hughes, medical resident, and Miss 
Cosby, head nurse, discuss with the patient the amount of schoolwork he may do. 
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@prespond immediately to the special in- 
"terest, and his ability to participate in 
these diversional activities encouraged 
him. They were used as starting points 
for conversation, and gradually Joe be- 
gan to express himself more freely to 


everyone. 

It was now felt by the cardiologist 
that the multiple valvular involvement 
and the very large heart indicated some 
smoldering rheumatic activity was still 
present. The doctor prescribed Meti- 
corten daily and bed rest for him was 
extended for an undetermined period. 
The plan of treatment called for regular 
checks on his heart size and keeping 
him on this therapy for as long as 
needed to arrest the chronic low-grade 
activity. 

Because of the extensiveness of his 
past problems, plans for leaving the 
hospital were begun early as a part of his 
long-term care. At that time the possi- 
bility of convalescent hospital care for 
three to six months was discussed. Joe 
and his family strongly rejected this and 
even considered leaving the hospital 
immediately. The next choice we had 
to consider was home care. 

Interviews with the parents indicated 
they were unable to give much emo- 
tional support to medical planning, hos- 
pitalization, or financial care. His 
mother prayed constantly for Joe’s im- 
mediate return home and believed her 
prayers would be answered. The father 
especially seemed to have no real 
understanding of Joe’s condition; he felt 
only lazy people could stay in bed, but 
persons like himself,who were ill but not 
lazy, could not stay in bed even with 
medical advice. 

However, the mother could no longer 
go along with her husband's feelings 
and became more insistent in doing 
what the physicians asked. She was 
made aware again of rheumatic fever’s 
propensity toward in the 
same family, and through the social 
worker's she brought 
the two vounger children to the Medical 
Center for The results 
were negative. Joe’s twin brother, who 


occurring 
encouragement 
examinations. 


is an active athlete, refused because he 
feared he might have a disease and not 
be able to qualify for an athletic schol- 
arship to college. 

During the third week of hospitaliza- 
tion, Joe began to have periods of in- 
creased pulse rate and a_ progressive 
gain in weight. Throat cultures again 
grew Alpha Streptococci even though 
penicillin dosage had been increased. 
Repeated blood and urine cultures were 
negative, but the sedimentation rate 
rose to 22 and the A.S.O. titer was 838 
units. The Meticorten dosage was there- 
fore increased. Sedimentation rate is a 
well established index of rheumatic ac- 
tivity. This test depends upon changes 
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in the composition of the blood that 


occur in rheumatic fever as well as 
other diseases. Successful suppressive 
therapy is accompanied by a_ progres- 
sive decline in the sedimentation rate. 
A failure to decline or an increase in the 
rate indicates that the disease process 
is not adequately controlled. 

Joe’s membership in the Future Farm- 
ers of America Club gave the social 
worker an idea. He told the club of Joe's 
problem and the club undertook the 
project of securing a television set for 
their ailing member. Joe received the set 
during a formal presentation which was 
publicized in his home town, and the 
boy modestly enjoved the publicity. 

By the end of the fourth week Joe 
was feeling better; his heart was better 
compensated, he had lost edema fluid, 
and the sedimentation rate and A.S.O. 
titer had returned toward normal. To 
alleviate the monotony, he was allowed 
to sit in a chair for 20 minutes daily, and 
this was tolerated with no increase in 
pulse rate. He was also allowed to do 
some typing for pay during this time. 
The social worker felt this was a tre- 
mendous boost for his morale. 

Looking forward to the time when 
Joe would leave the hospital,-we began 
to arrange through the State Depart- 
ment of Education for a teacher in his 
community to give home instruction to 
Joe, and through the county Depart- 
ment of Public Welfare, we were able 
to secure Aid to the Disabled assistance. 

During his sixth week of hospitaliza- 
tion, although there had been very little 
decrease in heart size, his weight re- 
mained stable and the sedimentation 
rate and A.S.O. titer continued within 
normal limits. Modified bathroom priv- 
ileges were granted to determine how 
he could tolerate this, because it would 
be similar to the planned home care 
problem. There seemed to be no change 
cardiac status with this small 
amount of activity. Plans for continu- 
ing his care at home were now ready for 
completion. It was still difficult for his 
family to accept the fact that Joe would 
have to spend many weeks in bed even 
though he looked and acted better. 


in his 


Positive Approach 


It was decided to instruct Joe using 
the positive approach. He was told what 
he could do at home, since he needed 
to assume much of the responsibility 
for following medical recommendations 
himself. 

A hospital bed provided by his local 
American Legion Post had been placed 
in the living room so that he could 
be in the midst of normal family activ- 
ity. He walk to the bathroom 
when he felt like it, but a bedside com- 
mode was made available in case he 


could 
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In the nutrition clinic room, the nurse makes use of plastic food models in dem- 
onstrating to the rheumatic heart patient how to plan attractive low-sodium meals. 


needed it. His family had improvised 
this using a chair and bed pan. Joe was 
permitted visitors if he avoided excite- 
ment or exposure to respiratory in- 
fection. 

Joe could do his school assignments 
and enjoy such passive recreational ac- 
tivity as reading and some quiet handi- 
craft games. He would also be able to 
watch television. Before discharge from 
the hospital, Joe and his mother were 
instructed on how to follow the 1,000 
mg. diet at home. A history of Joe’s past 
nutrition was taken and this informa- 
tion was used to adapt Joe’s diet to his 
home situation. Where possible, foods 
produced at Joe’s home were included 
in the diet. Labels from cans and pack- 
ages were used to show Joe and his 
mother how to read the contents to 
determine whether salt, soda, sodium, 
or sodium compounds were included. 

The use of salt substitutes other than 
seasonings and methods of food prepa- 
ration were discussed with Joe and his 
mother. Joe’s mother was told that 
much of his food could be prepared 
with the food for the family and his 
serving taken out before salt was added. 
She was also given recipes to be used 
in his diet. Plans were made by the 
dietitian to see Joe and his mother on 
his return visit to the clinic. 

Both parents were instructed care- 
fully on the importance of keeping him 
on the medications—digitalis for cardi- 
ac stimulation, penicillin for combating 
infection, Meticorten for its antirheu- 
matic and anti-inflammatory properties. 


Joe’s parents were asked to bring him 
back to the out-patient clinic for monthly 
examinations which would determine 
whether his need had changed. When 
he returned in one month, after care- 
fully following his regimen, Joe’s physi- 
cal status had not changed. Meanwhile, 
he had received his first check for $58 
from the A.D. and his monthly medi- 
cation bill of $40 was being paid by the 
Oklahoma Commission for Crippled 
Children. Also his home had recently 
been electrified by the Rural Electrifi- 
cation Administration. 

When the dietitian talked with Joe 
and his mother, she found that they had 
been following the diet very strictly, 
despite the father’s feeling that it was 
unimportant. 

Joe states that as a result of his illness, 
he spends much time reading the bible 
and has an intense interest in becoming 
a missionary. He anticipates graduating 
from high school this spring. 


Change in Attitude 


There has been some evident change 
in the family attitude regarding medical 
treatment, a change particularly evi- 
dent when Joe returned to the hospital 
because of an attack of nausea and 
vomiting and pain in his shoulder. He 
was rehospitalized for five days. At that 
time, all laboratory findings were essen- 
tially negative. He was discharged with 
recommendations as before 
and will be followed as an out-patient 
with treatment as indicated. 
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Americans are investing money, time, thought, and 
energy in their battle to overcome heart diseases, 
which reportedly are responsible for over half 

the deaths in this country. It is important that 


the nurse be aware of new developments 


and changing emphasis in the field of 
heart disease so that she can best 
premote the health of the public. 


against 


by MYRTLE H. COE 


Assistant Professor, University 
of Minnesota, School of Nursing, 
Minneapolis, Minn. 


— American people have con- 
tinued to invest considerable money 
in both public and private funds for 
the improvement of health in the United 
States. The principal killers have re- 
ceived the attention of 
each generation, often with spectacular 
results in control. At present 
heart account for over one- 
half of the deaths in our country. and 
it is therefore logical that tremendous 
effort be exerted to understand these 
diseases better in order that a program 
of prevention and more successful thera- 
py may be developed to save the lives 
of many who are 


concentrated 


disease 


diseases 


now dying during 
the years of middle life. It is frightening 
to read death notices and observe the 
number of male deaths during the sixth 
decade of life, contrasted with deaths 
of females predominantly at 
least one to two decades older. 


who are 


The American team is composed of 
three groups of people: (1) the private 
citizen who accepts the privilege and 
opportunity of supplying the tremen- 
lous funds necessary to undertake such 
i health battle, (2) the research worker 
who is willing to devote a lifetime to 
the painstaking investigation of some 
limited aspect of the problem, and (3) 
the clinician who translates the findings 
of the investigator into medical practice 
to the ultimate benefit of those whose 
money made progress possible. And the 
nurse also plays a significant role. It is 
she who has an excellent opportunity 
to ke ep the public informed of the need 
for financial the work 
being done by the American Heart As- 
sociation and the National Institute of 
Health to promote more adequate pre- 
vention and treatment 
the heart 


reasons for 


resources, of 


for diseases of 
She can also tell them the 


new methods and technics 
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being used in clinical medicine. 

It therefore is essential that each 
nurse keep abreast of scientific and 
medical developments through reading 
nursing and medical journals, attending 
in-service educational programs and 
special courses arranged by professional 
organizations, and through continuing 
her study at colleges and universities. 
The medical staff are always happy to 
explain and suggest sources of informa- 
tion to help the nurse interested in 
understanding the why’s of everything 
she does. 

New knowledge and understanding 
of scientific truth comes through a slow 
and painful developmental process. The 
first findings of new information must 
always be subjected to widespread and 
vigorous testing and retesting. Only 
then can they be accepted as scientific 
truth upon which new clinical practice 
may be established. It is for this reason 
that scientists become seriously dis- 
turbed when they see the national and 
international publicity given a brand- 
new idea immediately upon its prelimi- 
nary announcement at some scientific 
or medical meeting. False hopes may 
thus rise in the hearts of many people 
throughout the world. Years of further 
study are usually required for the veri- 
fication, refinement, and delineation of 
the specific limitations of any new fin-1- 
ing before it is ready for public con- 
sumption. 

It is therefore not surprising that 
during the past several years of research 
in the field of heart disease our knowl- 
edge has not gone forward at a constant, 
uninterrupted pace. Some ideas which 
seemed sound when first developed 
have seemed less complete or accurate 
upon more thoughtful and intense in- 
vestigation. It is important that nurses 


Heart 
Diseases 


be aware of such changing emphasis 
in order to promote the best possible 
health of the public. A specific example 
of such changing ideas is concerned 
with fat content of the diet and _ its 
relation to coronary heart disease. For a 
time, the opinion was held by certain 
investigators that only cholesterol was a 
dangerous element of the diet. A little 
while later fats in the diet seemed to 
be etiologically significant. Some scien- 
tists are now suggesting that a high 
content of protein is as dangerous as a 
high content of fat. More extensive 
study of this possibility has raised sev- 
eral questions and brought forth more 
specific information. For example, the 
total caloric intake 
greater significance than the specific fat 
or protein content; and unsaturated fats. 
which are those occurring naturally in 
plant life, seem to be no more inclined 
to produce atherosclerosis than any 
other food element. It may also be very 
possible that the metabolisms of some 
people can handle animal fat without 
predisposing them to arterial disease. 
As a result of the present incomplete 
state of our knowledge on this subject 
and because a drastic change in the 
present balanced diet of the average 
American citizen might well cause a 
greater threat to the nation’s health 
than the one which it would attempt to 
remove, the American Heart Association 
urges a diet of the usual composition 
but within the total caloric requirement 
for each individual. Obesity 
be the greatest foe of good health; 
perhaps future discoveries will give us 
more specific knowledge upon which to 
base our dietary habits. 

In reviewing questions related to 
heart disease which have received great- 
est emphasis during recent years, con- 
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sideration can be given to several areas: 
etiology, prevention, diagnosis, and 
therapy. The fruits of the scientist’s 
labors have varied among these several 
fields and among the several forms of 
heart disease. 

The causes of hypertension and of 
coronary heart diseases have received 
major attention from research workers. 
There have also been studies to deter- 
mine what factors increase the tendency 
of blood to clot in the circulatory sy S- 
tem. Special investigation has been di- 
rected to the possible significance of 
such factors as diet, emotional stresses, 
smoking habits, levels of enzymes in 
the blood that control metabolic proc- 
esses in the body, and blood levels of 
certain substances as, for example, cho- 
lesterol. Experimental work has been 
done on animals by some research 
workers, while others have studied the 
above factors in families and national 
groups in the search for any correlation 
between these factors and the incidence 
of heart disease. At present there are 
no answers. However, clues have been 
found which we have every reason to 
believe will provide specific ‘information 
in the future. 


Prevention 


A successful program of prevention 
is based upon an understanding of etio- 
logical factors which can be controlled 
either by public health or personal 
health programs. Since it was dis- 
covered that rheumatic fever, with the 
permanent heart-valve deformities it 
frequently produces, is a result of some 
streptococcic infection, such as acute 
streptococcic sore throat or scarlet fever, 
the American Heart Association has 
been able to recommend a specific pro- 
gram of prophylaxis to prevent recur- 
rence of streptococcic infection in 
people susceptible to rheumatic fever. 
A similar program of prophylaxis has 
been recommended to prevent the in- 
vasion of the blood stream by strepto- 
cocci followed by subacute bacterial 
endocarditis in those persons who al- 
ready have an acquired or congenital 
disease of heart ney 

In order to prevent recurrence of cor- 
onary thrombosis, many physicians are 
making long-term use of anticoagulant 
therapy for those patients who can fol- 
low the close medical supervision re- 
quired by those receiving anticoagulant 
drugs. The perfect anticoagulant for 
this purpose is still being sought; several 
coumarin compounds and phenindione 
are now being used but there are dis- 
advantages associated with each. 


Diagnosis 


Although clinical measures used in 
studying the anatomy and physiology of 
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the heart (both healthy and diseased) 
have included study of pulse rate and 
quality, heart rate and sounds (sphyg- 
mography), radiological study of the 
heart’s size and shape (conventional 
radiology and fluoroscopy), and the 
electric currents produced during heart 
action (electrocardiography ), these are 
not adequate to provide the information 
needed for prevention or adequate 
treatment of many forms of heart dis- 
ease. A method of studying the coro- 
nary arteries by injecting opaque dye 
into the aorta in the right place and at 
the right moment is now being de- 
veloped with considerable promise. If 
some method of examination could in- 
form the physician that a person’s cor- 
onary arteries have undergone changes 
which seem to predispose to coronary 
thrombosis, even before he has devel- 
oped any symptoms of severe changes, a 
preventive program would be more use- 
ful than is possible at the present time 
As surgical treatment of selected pa- 
tients with congenital or acquired heart 
conditions continues to develop, the im- 
portance of very accurate means for di- 
agnosis in a most specific and detailed 
fashion becomes paramount. Therefore, 
better diagnostic methods are essential 
to continued progress in the conquest 
of heart disease. A number of proce- 
dures are being used in research centers 
including cardiac catheterization, bal- 
listocardiography, vectorcardiography, 
electrokymography, phonocardiography, 
angiocardiography, ventriculography, 
and the determination of the blood 
levels of certain substances, including 
cholesterol and significant enzymes. At 
present, cardiac catheterization has be- 
come a diagnostic procedure of such 
established method and clinical signifi- 
cance that it is being adopted in hos- 
pitals outside of research centers. It is 
an essential aspect of the work-up of 
any patient scheduled for cardiac sur- 
gery and will therefore be found in use 
wherever cardiac surgery is to be done. 
Nurses will consequently become in- 
creasingly involved in this procedure 
Although there is still much more to 
be learned about the significance of 
all the information given by the ballisto- 
cardiograph, this method of studying 
the heart is sufficiently simple from the 
patient’s point of view and is proving to 
be of such value to the cardiologist to 
suggest that it, too, may soon be found 
outside of research centers, in our larger 
hospitals. It is used especially in the 
study of coronary heart disease and 
may prove useful in detecting preclin- 
ical arterial disease. This technique sup 
plies information about the total per- 
formance of the circulatory system by 
measuring the movements of the entir: 
body as they result from movements in 
the circulation. 
The need to find 


more successful 


means of therapy has promoted accel- 
erated study in the fields of both medi- 
cal and surgical treatment of heart 
disease. The surgical correction of con- 
genital abnormalities in cardiac structure 
has progressed with satisfying results. 
Surgeons with this specialized skill are 
increasing in number, and this type of 
surgery will be performed in an increas- 
ing number of operating rooms. This 
means, of course, that an increasing 
number of nurses will need to become 
familiar with and skilled in the care of 
patients during the periods of preop- 
erative study, operative procedure, and 
postoperative recovery. 

The greatest problem of cardiac sur- 
gery was solved with the development 
of the pump oxygenator which has made 
it possible for a mechanical device to 
replace both the heart and lungs in pro- 
viding the body with a continuous sup- 
ply of oxygenated blood during the 
period of surgery. Now the surgeon can 
open the heart and clearly visualize the 
defect and its surgical correction. Surgi- 
cal correction of septal defects and of 
valvular stenosis are the most common 
surgical procedures at present, but no 
doubt methods for helping patients with 
valvular insufficiency and with incor- 
rect position of the great vessels will be 
developed in the future. 

A mechanical device to replace the 
pacemaker of the heart when that struc- 
ture no longer functions is a spectaculai 
new development. This is truly a life- 
saving device and is one of the more 
dramatic achievements of recent years. 

Treatment of health-threatening hy- 
pertension has been attempted by both 
surgical and medical means. Because 
surgical treatment has not been alto- 
gether successful, much effort has been 
made to find drugs which would di- 
minish the hazards of this condition. 
Drugs to lessen vasomotor stimulation 
and to increase the elimination of sodi- 
um from the body have received special 
attention in the research field. In the 
first group are the rauwolfia alkaloids, 
protoveratrine, and hydralazine; in the 
second is chlorothiazide. For many 
years mercurial diuretics have been ef- 
fective in preventing sodium retention 
by preventing its reabsorption from the 
renal tubules, but the toxicity of mercu- 
ry and its required parenteral adminis- 
tration have prevented its use for 
long-term therapy. Chlorothiazide seems 
to be an answer to the hope of finding 
a non-mercurial drug with the same 
ability to prevent reabsorption of sodi- 
um from the tubules. It is therefore 
being used to enhance the action of 
other hypotensive drugs in the case 
of patients with malignant hypertension. 
It is also used to treat heart failure. In 
very severe hypertension, agents which 
block impulses from being transmitted 

(continued on page 34) 
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A diagnosis of heart disease is often a frightening 


experience for a patient: Does it mean immediate or 

impending death? To what extent will it limit his 
activities, change his living pattern? The nurse 
has the opportunity—and the obligation—to help 
the cardiac patient adjust to his new life. 


Emotional Needs 


The nurse should realize that the patient's initial unreceptiveness may be due to 
his concern about himself and his illness. She should try to be patient with him. 
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trouble. Perhaps the awe and intense 
interest so easily aroused in most people 
stem from fear rather than positive 
attitudes. 

Each person’s feelings about heart 
disease arise from his previous experi- 
ences or exposures to it: the reports 
he has read in the newspaper, the pic- 
tures or TV stories he has seen, the 
people with heart disease he has known 
or heard about. His reaction to heart 
disease in general is governed by his 
personality, maturity, adjustment to life, 
philosophy. All these 
things make one person different from 
another. 

Since there can be infinite variations 
between the experience and heredity 
of one person and another, there can be 
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just as many variations in the reactions 
of people to findings of heart disease. 
Some people associate heart trouble 
with impending death; they may recall 
the dramatic moment in a stage thriller 
when a strained voice choked out the 
line: “His heart’s still beating!” Or 
another scene where someone bends to 
listen for a feeble sound of a beating 
heart only to hear nothing. It seems 
quite logical that when the heart stops 
beating a person dies. This has been 
rooted deeply in the minds of men 
for centuries, and rightly so. However, 
scientific advancements can sometimes 
fool common sense. It is interesting to 
recall a question raised by a lay person 
concerning the use of the pump-oxy- 
genator, or heart-lung machine, in open 
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heart surgery: “If this machine does the 
work and the heart isn’t beating, then 
isn’t that person dead?” 

Even a frequently used medical term 
can become a misnomer as far as com- 
mon sense is concerned. Such may be 
the case when the physician informs his 
patient that he has congestive heart 
tailure, going on to explain the therapy. 
Many times the patient gets left back 
at the term “heart failure” and can 
comprehend no more. Heart failure, he 
thinks, must mean that the heart fails; 
if the heart fails, it stops; if the heart 
stops, the person dies; therefore “heart 
failure” means “death.” Just how this 
term can be applied is a delicate situ- 
ation indeed. 

A patient’s adjustment to heart dis- 
ease will depend a great deal on his 
usual reaction to stress situations and 
his total adjustment to life. As a rule, 
there is a difference in the attitude of 
a patient with slowly approaching card- 
iac involvement, such as in hypertensive 
and rheumatic heart disease, and a 
patient who is suddenly afflicted with 
an acute cardiac condition, such as a 
myocardial infarction. With a gradual 
onset, the patient can plan environ- 
mental changes, consider business and 
financial adjustments, and develop less 
strenuous activities in his daily life. 
He can absorb his physician’s advice 
about his particular condition and grad- 
ually learn how to live with his heart 
disease. Of course, heart disease that 
is slow to develop does not guarantee 
good adjustment either. 

The patient who has a coronary 
attack, however, may experience greater 
stress in a shorter time span. He will 
have rapid adjustments to make: One 
moment active and busy, a person may 
find himself helplessly inactive the next 
moment with weeks of convalescing 
ahead. 


Run the Gamut 


The emotions of a patient with heart 
disease can run the gamut. Some people 
will awaken in the middle of the night 
and feel their hearts beating furiously 
or notice, in a state of apprehension, 
that their hearts miss beats. They may 
find it difficult to accept their physi- 
cians’ negative physical findings. Others 
will have severe anginal pain but refuse 
medical attention with stoic pride. In 
other instances, patients with previously 
known heart disease will develop pro- 
nounced symptoms of cardiac difficulty 
when involved in an emotional upset. 
Woven in the web of heart disease are 
both physical and psychological svmp- 
toms and both need treatment. 

There is the situation of the 
with pain so acute that in retrospect 
he recalled, “I was wishing that the 


man 
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good Lord would take me then and 
spare me the suffering.” Nor does the 
degree of intelligence or education a 
patient has protect him from strong 
emotional involvement. Everyone has 
feelings. In one instance a highly ed- 
ucated man suffering from a coronary 
thrombosis persisted in crawling out 
from under his oxygen tent and pacing 
about his room. Why should he stay 
in bed and follow the doctor’s advice? 
he wanted to know. 

He recently had a friend with the 
same ailment who conscientiously fol- 
lowed his prescribed regimen only to 
drop dead the day he returned home 
from the hospital. This patient went on 
to express his desire to start running as 
fast as he could until he too collapsed. 
On the other hand, consider the patient 
with rheumatic heart disease whose en- 
larged heart was first noticed through 
a follow-up X-ray from her county 
Tuberculosis Association’s mobile unit. 
She waited anxiously for the physician’s 
interpretation of her X-ray, fearful of 
a long separation from her family. Her 
reaction to a diagnosis of heart disease 
was, “Thank goodness I don’t have 
tuberculosis!” It is evident that although 
some people fear cardiac trouble, there 
are others who accept it as “just an- 
other one of those things.” An observer 
should guard against reading his own 
feelings into another person’s reaction. 

It is apparent that some individuals 
can comprehend new situations with a 
considerable degree of rapidity and ac- 
cept their place in it readily; they are 
soon equipped with plans for recon- 
struction in their patterns of living with 
a minimal amount of guidance and sup- 
port. A great number of people have 
developed inner strength to meet stress 
situations and make adjustments. But 
there those who find such tran- 
sitions a difficult struggle. They have 


are 


ambitions, pride, goals, and hopes to 
which they longingly cling. And there 
are a few who, even with expert guid- 
ance and the best medical therapy, 
never can accept a different way of 
life called for by heart disease. 

It is normal for a patient with an 
acute illness to be concerned mainly 
with himself: His survival is foremost 
in his mind, he is fighting for his very 
existence. At this time, the nurse, too, 
is involved with the patient’s physical 
care. She helps to relieve pain and give 
him physical comfort—and by so doing, 
will give him psychological comfort 
also. The patient's concern with himself 
may make him extremely sensitive to 
minute details that affect him physi- 
cally. Creases in linen or the largeness 
of a pillow can be very distrurbing. 
He is extremely irritated at the warmth 
of broth or a light shining in his eyes. 

He may react to the presence of con- 
cerned friends, relatives, or medical 
personnel with indifference or hostility. 
Carts rattling down a corridor, bells or 
buzzers sounding, people talking, a 
radio tuned to soft music—all may be 
distressing to the patient who sees his 
life threatened by illness. He may be 
upset by a nurse with a sharp or coarse 
voice, someone who surprises him by 
entering his room without some subtle 
announcement, or by a nurse with a 
awk- 
ward movements. The nurse may find it 
difficult to accept the anger or the 
indignation a patient expresses, but she 
must try to understand the feelings be- 
neath such outbursts. The patient may 
resent his illness, or perhaps the stress 
of heart disease has brought out feelings 
he has suppressed for years. The nurse 
should be aware of her own reactions to 
a patient’s anger and be able to cope 
with both her own and the patient's 
emotions. 


rushed, harassed appearance or 


Once the patient has become adjusted to her illness, the nurse can help her plon for 
her return home, with advice on energy-conserving methods and homemaking aids. 





Perhaps one of the most detrimental 
effects a nurse can cause is the trans- 
mission to a patient of her own fears. 
For a nurse to be sensitive to a patient 
who fears death and to provide him 
comfort, she must know her own feel- 
ings about death and the purpose of 
life. On the one hand, she needs to be 
realistic in facing a person’s chances 
to live. On the other, she must give 
the patient hope and confidence in his 
care; a patient who has a poor prognosis 
needs to be assured that he is getting 
good nursing care and medical treat- 
ment. Here the nurse cannot give the 
patient false hope with a rosy picture 
of a sure, swift cure and a healthy long 
life for years to come, but she must 
always have some hope for a patient 
to grasp. She 


through expression, movement, tone of 


can in many ways- 
voice, and genuine interest—let the pa- 
tient know that he is not alone in his 
struggle for life. 

Religious help at this time is com- 
forting to patients; to others 


spiritual counsel may be vigorously re- 


many 


jected as a sure sign of defeat. A nurse 
with a sound philosophy of life and 
an understanding of death can have 
empathy with an acutely ill patient 
and give him confidence to face the 
future, whatever it may bring. 
Sometimes a that she 
should know some “magic words” to 
say to a patient that will reassure him. 
Perhaps just her presence, her genuine 
interest in his well-being, will do more 
to reassure the patient than words from 
classic literature. She can often help 
the patient most by her willingness to 
listen to him and her recognition and 
acceptance of his underlying feelings. 


nurse feels 


Different Situation 


When the nurse is caring for a pa- 
tient with a long-term cardiac problem, 
she is faced with a slightly different 
situation. Many times a nurse cares for 
patients with severe heart disease and 
sees them “on the downhill grade.” 
Long before a patient shows any signs 
of acute cardiac involvement, the nurse 
may slip into the “too bad” attitude, 
sadly shake her head, and see dark 
clouds gathering on the horizon. Here, 
again, the nurse must take a realistic 
view of what is ahead for the patient 
with heart disease. She needs to know 
the many aids that available to 
provide the cardiac patient longevity 
and a worthwhile, pleasant life. 

Perhaps one of the unexpected bless- 
ings from President Eisenhower's suc- 
cessful recovery from a myocardial in- 
farction is the example he has set for 
so many who have been similarly af- 
flicted. One may recall a photograph of 
the President stretched out on the golf 
course relaxing and chatting with his 
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companions before completing their 
game. He has proved that life does not 
stop with the advent of heart disease; 
there are still many pleasures left for 
a rich, productive life with appropriate 
measures of moderation. 

When a patient with heart disease is 
convalescing, his thoughts tum from 
pre-occupation with himself to the con- 
ditions about him. He becomes con- 
cerned with the welfare of his family 
and his job, and may recognize that 
with heart trouble, he will probably 
have to make some changes in his man- 
ner of living. In caring for the conva- 
lescing patient, the nurse can get better 
acquainted with him and talk with him 
about his home, family, or business, 
provided, of course, the patient feels 
like talking. She can listen to him ex- 
press his feeling about assuming his oc- 
cupation again or his _ for return- 
ing to a more active life. 

With an interested but uninvolved 
listener at hand, many patients can free- 
ly discuss their ri A and uncover 
the real issues confronting them. The 
nurse must be aware of expressions and 
mannerisms that indicate anxiety and 
accept them for what they mean to the 
patient. She can recognize that a pa- 
tient’s refusal to comply with prescribed 
therapy is a refusal to accept his illness, 
and she can identify undue gaiety, se- 
vere depression, morbid silence, irrita- 
bility, and defiance as defense mech- 
anisms which the patient feels he must 
use to face life. 

Many times the nurse will find the 
patients adjustment to heart disease 
dependent upon the happiness and use- 
fullness he experiences outside the hos- 
pital or therapeutic environment. Long 
periods of depression may be observed 
in the young, unmarried adult patient 
who feels like a “fifth wheel” in domes- 
tic society. Career goals and ideas of 
success may be completely shattered. 
There may also be a great deal of psy- 
chological over-lay in the middle aged 
woman whose children have left the 
parental home. She may find little to 
look forward to in being an “invalid” 
in an empty house or in lacking the 
stamina to bury herself in a deluge of 
community social life. Sometimes the 
elderly patient, widow, or widower may 
see little in the future to inspire him: 
The additional burden of caring for an 
inefficient heart may be the straw that 
breaks the camel’s back. 

It seems that if a patient is emotion- 
ally upset while he is ill, it is difficult 
to teach him how to care for himself. If 
he is worried about supporting his fam- 
ily, getting a job, or paying hospital 
expenses, it is not reasonable to expect 
him to concentrate on developing in- 
teresting hobbies. Nor can one expect 
a hospitalized mother with heart disease 
to absorb detailed instructions about a 


low-sodium diet when she wonders how 
her children are, what condition their 
clothes are in when they go to school, 
what they are eating, or what they are 
doing for amusement. 

A nurse can do a number of things 
to bring peace of mind to patients con- 
cerned with finances and family. First 
and foremost, she must be accurate in 
her observations and not create prob- 
lems where there are none—a few care- 
less words can undo days of considerate 
attention. Talking with the family may 
enable the nurse to bring the patient 
news about the well-being of the house- 
hold, and it may help the family to plan 
effective management of existing prob- 
lems. Burdening the patient with fam- 
ily problems is to be avoided, but let- 
ting him in on the planning is a step 
forward in his convalescence. 

The use of housekeepers may be 
helpful when they are available. Fur- 
thermore, financial guidance is available 
to most hospitalized patients through 
personnel especially trained to discuss 
these matters; assistance may sometimes 
be obtained for patients who are dis- 
tressed by a lack of monetary resources. 
There is no definite solution to every 
financial problem, but sharing the sit- 
uation with others in the family may 
give the patient needed support. The 
patient’s return to his occupation can 
be discussed with the patient’s physi- 
cian who can evaluate the extent of 
responsibility and physical exertion best 
suited for the patient. The nurse can be 
instrumental in observing the need for 
guidance and in co-ordinating the ac- 
tivities of the many _paramedical 
workers. 


Community Aids 


The nurse should be aware of the 
community facilities which can assist 
the patient in his adjustment to heart 
disease. There are many helpful pro- 
grams and much informative literature 
available through the American Heart 
Association, life insurance companies, 
private foundations, The United States 
Public Health Service, and community 
projects. 

For example, in Minnesota there is a 
newly formed Twin Cities Coronary 
Club, established as a community serv- 
ice through the Minnesota Heart As- 
sociation. All the club members have 
had coronary attacks; most of them 
have been hospitalized with their heart 
disease, and all are now recovered and 
have returned to productive living. The 
main purpose of the club is to build 
morale of patients with coronary throm- 
bosis. Members will visit homes or hos- 
pitals when an attending physician feels 
it will help speed his patient's recovery. 
The members have received instructions 
about coronary thrombosis from physi- 
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cians who have also suggested bene- 
ficial approaches to patients. 

A physician can request a club mem- 
ber to visit a coronary patient to assist 
him through a period of depression that 
may follow an acute attack. It is ap- 
parent in many instances that visiting 
with a recovered heart patient is most 
effective in giving a convalescent pa- 
tient the will to get well. 

The nurse may find such despond- 
ency in many patients. Sometimes bet- 
ter knowledge of his particular cardiac 
damage will help the patient realize 
how extensive the adjustments may 
have to be. However, the nurse can 
help the patient accept a cardiac handi- 
cap as one with which he can live, 
just as people with impaired sight or 
hearing can live and work with their 
afflictions. Perhaps the patient needs 
to know that most people with heart 
trouble do return to work. Some litera- 
ture reports that 80-85 per cent of 
patients with heart disease return to 
their previous jobs. 


Feeling of Inadequacy 


The young mother with healthy, ac- 
tive children may feel completely in- 
adequate when she finds herself re- 
stricted by an inefficient heart: she may 
feel she can no longer be a good 
mother. Her concept of her role at 
home may need to be re-evaluated. 
Perhaps she would be aided by hints 
on work simplification. In some regions, 
there are courses given on planning and 
performing housework with a minimum 
of stress and strain; some courses are 
especially designed for homemakers 
with heart disease. The “Heart of the 
Home” programs sponsored by the 
American Heart Association illustrate 
how many household activities can be 
performed effectively with very little 
physical exertion, and they emphasize 
the need to plan and gain family co- 
operation. The nurse who is familiar 
with the “Heart of the Home” guidance 
can assist a mother to find her place 
once again in the family circle. 

Another community service available 
in several areas is a Work Classification 
Unit for cardiac patients, the purpose 
of which is to evaluate the extent of 
cardiac involvement and the work po- 
tential of an individual. The unit em- 
ploys a variety of trained experts who 
examine the patient not only for his 
heart condition, but also to determine 
his abilities, aptitudes, and emotional 
state. With physical findings at hand, 
they can advise the patient about suit- 
able jobs available to him. The unit 
may also provide follow-up after the 
patient returns to employment to eval- 
uate adjustments and the suitability of 
the work he is doing. The unit provides 
a specific, individualized approach for 
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Developing new hobbies, such as handicraft projects, can be one of the early steps 
in convalescence and may provide the patient with many pleasant moments later on. 


rehabilitating many patients with heart 
disease. 

The nurse is in a position to help 
the patient with heart disease adjust 
physically and mentally to his illness. 
Cardiac patients more frequently than 
not experience emotional upsets with 
their illness when it first is recognized. 
They need support, sympathy, and 
understanding from the nurse. If she 
can help the patient work through his 
situation, rather than merely telling 
him about it, she may give him tools to 
use at home and at work to analyze his 
problems and find solutions. When the 
patient understands the basis of his ill- 
ness he can develop his “cardiac sense” 
and carry himself through varying sit- 
uations. 

Sometimes a patient may lack under- 
standing of his heart disease and avoid 
entering society with a “crippled heart” 
A patient may confine himself to bed 
and resign himself to a dependent life, 
fearing that any activity at all will 
cause immediate death. He may live 
in dread of overexertion. On the othe: 
hand, he may highly value strenuous 
activities of his former days and reject 
a life without them. Other patients feel 
so incapacitated and inferior with their 


heart disease that they employ cardiac 
symptoms of limitations to get atten- 
tion. A patient should know and accept 
his physical capabilities; it is essential 
for him to understand his positive abil- 
ties and to overcome his self-pity. The 
nurse can help him to do this. 

With knowledge and understanding 
of themselves and the disease, most 
patients can further cardiac 
damages. They can learn to live and 
work within thei: physical capabilities 
and enjoy life as happy, productive 
members of society. They are no longer 
patients, they are people who have 
learned how to live with heart disease. 


prevent 
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INTERVIEW with Katherine R. Nelson, R.N., M.A., Instructor 
In Cancer Nursing, Teachers College, Columbia University 


WHAT'S NEW 
IN CANCER NURSING? 


Miss Nelson discusses with Associate Editor Julie E. Miale, R.N., the increased 
interest in cancer nursing, possible causes of the disease, and tests to detect it. 


Q. Miss Nelson, cancer is one of the major problems 
facing health authorities today and the whole picture of can- 
cer is moving along very rapidly; impressive strides are 
being made in research and treatment. Is it true that cancer 
nursing, as a specialized field, is attracting more and more 
nurses, and is there a concerted effort being made to interest 
more nurses in this area? 


A. Yes, nurses are showing increasing interest in the field 
of cancer and I believe, happily, they are attracted by the 
whole new world opening up in the field of research and 
treatment for this disease. Recent progress in surgery 
has been phenomenal. Years ago, cancer operations were 
few, but now practically every part of the body can be sub- 
ject to surgery. Work with radioactive isotopes also adds 
another dimension to the concept of treatment with radia- 
tion, a fascinating and exciting method that is moving ahead 
by leaps and bounds. 

But unfortunately, because of poor educational practices 
in schools of nursing, nurses have had a very hazy and limited 
idea about this area of nursing. Now, thank goodness, they 
are showing more interest in cancer as one of the major 
health problems and are taking considerable interest in how 
they can improve the nursing care of the cancer patient. 

Q. You speak of new advances in radiation medicine, 
surgery, and research—does this mean the nurse must under- 
go special preparation before she can qualify to work in this 
area? 


A. Not exactly. It is my opinion that a professional nurse 
is qualified to nurse any ill person back to health. However, 
I am concerned about the lack of attention given to such 
ordinary nursing care needs as prevention of pathological 
fractures, control of odors, and the like. Futhermore, the 
cance! patient frequently has many and very serious emo- 
tional problems. I am afraid that in a curriculum where the 
student learns surgical nursing she might miss the essential 
problem of the patient—the cancer. In other words, I feel 
that the emphasis should be put on the care of the patient 
as it relates to his cancer, rather than as it relates to his 
surgery. We must remember that surgery is the doctor's 
solution to the problem of the patient's cancer; it is not the 
patient's real problem. We should always realize the major 
problems are the cancer and its effect on the patient's life. 


Q. Nurses are asked many questions about cancer. How 
much do you think a nurse should know about the disease? 
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Should she be able to classify tumors? Does she need to 
know the principles governing nursing care of the cancer 
patient? Should she be aware of signs and symptoms of can- 
cer and be able to give advice regarding cancer clinics and 
detection centers? 


A. Yes, absolutely! If there is anything I deplore, it is 
ignorance on the part of a nurse who, when asked a simple 
question, answers, “You will have to ask your doctor,” and 
the ignorance of the nurse who is caring for a cancer patient 
without knowing what she is doing and why. Many nurses 
have only a vague knowledge of cancer and its treatment. 
There are nurses, caring daily for patients who are being 
treated with radioactive isotopes, who haven't the faintest 
notion about the precautions they should be taking and the 
reasons for observing them. Certainly they must make it 
their job to find out and to learn as much as possible about 
a subject that is in the limelight constantly, a subject of vital 
concern to everyone in the medical field. 


Q. There are volumes being written today about cancer 
in lay and professional journals and magazines. Almost daily, 
newspapers carry reports about some new “powerful antibi- 
otic,” a “breakthrough in the cancer fight,” the charge that 
smoking causes cancer or the denial of the allegation, and so 
on. Since many people are concerned with these reports, they 
frequently turn to nurses for information. What do you think 
should be the nurse’s general attitude in replying to ques- 
tions put to her on the topic of cancer, especially when she 
herself does not feel on firm ground and does not have 
authoritative information? 


A. It is impossible to have all the answers, for I, my self, 
find it almost impossible to keep up with all the material 
appearing every day on cancer. There are so many new 
articles written on the subject; but then, some are repeti- 
tious. I think a nurse has to maintain a kind of tongue-in- 
cheek attitude about all reports unless they come from 
legitimate sources and are supported by facts. 

Cancer is a complex problem being studied from many 
angles. Today there is a growing opinion that cancer has not 
one, but many, causes. To a large extent, these causes may 
include part of the biological make-up of the individual or a 
long-standing developmental process. Again, it might bo 
caused by a virus or traced to factors to which man is ex- 
posed in his daily life because of his job, environment, ox 


habits. 
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Is there special preparation required 
for cancer nursing? 


How can the nurse help in controlling 
the spread of cancer? 


What is the most challenging area in 
the care of cancer patients? 


So vou see, it is not alwavs easy for a nurse to answer 
these questions. However, a nurse who is intelligent and 
qualified should know where to draw the line between ac- 
curacy and too-eager or too-poor reporting. She should cer- 
tainly know where to turn to obtain accurate information 
of this subject. 


Q. Miss Nelson, to get toa specific question and one con- 
stantly being asked of nurses: What do you think about 
cigarette smoking and cancer, does smoking cause cancer? 
What is the answer to the question, and what can the nurse 
say in view of our present knowledge? 


A. What we must remember is that the statistics relating 
to cancer and smoking are arrived at by association. There- 
fore these statistics do not prove that cancer is caused by 
smoking. The nurse can say, for instance, that there is con- 
clusive evidence smokers are running a risk by smoking; she 
cannot say cancer is caused by smoking. She can say there is 
a large block of evidence indicating that if a person smokes 
three packs of cigarettes a day, he is running a higher risk of 
developing cancer than the person who does not smoke at 
all. And, if we remember that the Surgeon General of the 
United States Public Health Service and the Ministry of 
Health in England, in whose hands rests the responsibility 
for the public health of the United States and England, went 
on record in 1957 and warned the public about the risk of 
cigarette smoking, then I think the nurse, too, can and 
certainly should warn people about smoking. 


Q. What would you say about the report on lung cancer 
which appeared in the October 1958 issue of “Medical 
Digest” in which Dr. Rosenblatt stated there was no con- 
nection between cancer and tobacco. He said that lung 
cancer was on the increase, but the development of such 
diagnostic tools as exfoliative cytology, bronchoscopy, radi- 
ology, and exploratory thorocotomy within the past 25 years 
has made it easier to detect lung cancer, and so the total 
number of observed cases is increasing. Further, he said, the 
rate of increase is slowing down and eventually will be 
stabilized, as is the case with laryngeal and other respiratory 
system cancers in which diagnostic methods have been 
established. The nasopharynx and the larynx are also ex- 
posed to tobacco, and if tobacco is a carcinogen for the lung, 
it should also serve as a carcinogen for the larynx and the 
pharynx. What do you think, Miss Nelson? 


A. As I said previously, there is a difference of opinion 
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among medical men as to whether cigarette smoking causes 
cancer. Apparently Dr. Rosenblatt belongs to the group that 
does not see a tie-in between these two. 

Q. What about the problem of air pollution? 

A. The problem of air pollution as a disease factor in 
cancer cannot be ignored. In a pamphlet issued in advance 
of its National Air Pollution Conference, the United States 
Public Health Service says the theory is still unproved, but 
is supported by accumulating evidence that air pollution con- 
tributes significantly to mortality rates of many of the urban 
diseases, such as heart conditions and cancer of the lungs, 
trachea, stomach, and esophagus. 

A great many epidemiological and statistical studies have 
shown parallels between air pollution and _ mortality 
rates for lung cancer, as well as parallels between the use of 
tobacco and cancer. Many studies are now under way, and 
the promptest possible exchange of scientific information is 
being hoped for all over the world. The complexity of the 
problems involved call for open-mindedness on the part of 
every nurse. 

Q. Early detection of cancer is most important. Don't you 
think nurses are good case-finders, especially since over the 
years nurses develop a high threshold of suspicion about 
diseases? 

A. I not only think nurses are good case-finders, I know 
they are. Every day cancer patients are undergoing early 
treatment because some nurse in a clinic, school, industry, 
doctor’s office, or in the home was alert enough to refer a 
suspect to a doctor. Yes, nurses are constantly meeting many 
people who ask about one or the other of the danger signals. 
Many people have minor symptoms and think their com- 
plaints are not serious enough to bother the doctor with. 
They will frequently turn to a nurse, who, if she has a good 
working know ledge of cancer, can refer them to a qualified 
physician and thus promote the early treatment of cancer 
when it is in its most curable stage. 

Then, too, the nurse herself may notice something suspici- 
ous and encourage further examination. Why, in my own 
family, I recently discovered cancer in a relative who had a 
sore she thought was an old insect bite and which did not 
heal. It didn’t hurt or cause pain; it did nothing except 
form a little scab and bleed a little every once in a while, 
over a long period of time. On biopsy, a basal cell carcinoma 
was found, and with only five treatments of low-voltage 
X-ray therapy, it was cured, 
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Q. Then nurses can do a great deal in controlling cancer? 

A. I should like to make it stronger than that. Not onl) 
can they do a great deal, they must. But in order to do this, 
the nurse must be well informed and keep an open mind. 
She must educate herself if she is to educate others about 
cancer, its warning signs, how cancer develops and spreads. 
Every nurse, whether in industry, public health, hospital, 
school, doctor's office, or in any other situation where she 
meets people, can be effectively working toward early recog- 
nition of the danger signals, thus leading to early diagnosis 
and prompt treatment. In this way the nurse plays a major 
role in the control of cancer. 

Q. The danger signals you speak of number seven and 
are probably well known to every nurse, but would you re- 
view them briefly here, Miss Nelson? 

A. Yes, repetition never hurts. The danger signals—as they 
have been widely publicized by the American Cancer Society 

include: (1) a sore that does not heal, (2) a lump or thicken- 
ing in the breast or elsewhere, (3) unusual bleeding or dis- 
charge, (4) change in a wart or mole, (5) persistent indi- 
gestion or difficulty in swallowing, (6) persistent hoarse- 
ness or a cough, and (7) persistent change in bladder or 
bowel habits. Of course, any one of the symptoms should 
be investigated and promptly brought to the attention of 
a physician. In addition to these signs, there are others of 
which nurses should be especially alert in their daily ob- 
servations. 

Q. You mean in the course of their work? 

A. Well, for instance, in the well-baby clinics, nurses 
have an opportunity to detect Wilms’ tumor, a childhood 
tumor occurring in the child up to seven years of age. The 
nurse usually observes a “lop-sided tummy” wherein there 
is an enlargement of only one side of the abdomen of a 
small child. Such a symptom should be called to a doctor's 
attention immediately. Another childhood tumor is ret- 
inoblastoma, or cancer of the retina of the eye, which is 
sometimes referred to as cat's eye because of its appearance. 
\s it grows, this tumor becomes visible and can be easily de- 
tected by an alert nurse. Or sometimes the mother will say 
something, such as, “Nurse, there is a white spot on the 
baby’s eye.” Here the nurse should immediately be on guard. 

Then, of course, there are signs in the elderly patient that 
might go unrecognized if the nurse is not observant and 
alert. The elderly male patient sometimes complains about 
difficulty in voiding, and this can be a symptom of prostatic 
enlargement. We think of prostatic enlargements as benign 
tumors, yet a certain number of these are malignant. By 
such observations and prompt referrals to medical care the 
nurse is contributing considerably to cancer control. 


Q. Miss Nelson, much work is being done to devise can- 
cer detection tests? Are there any dependable tests, outside 
of the Papinicolaou smear test or “Pap smear” which most 
nurses are familiar with? 

A. The Papinicolaou Test is at present the easiest and 
most popularly used test for cancer. It is a simple and 
effective test, applicable to any part of the body having 
exfoliative epithelial tissue. In other words, smears can be 
taken and examined of excretions from the uterus, nose and 
throat, lungs, bladder, and stomach. A specially trained 
pathologist can examine such smears and can recognize can- 
cer cells if they are present. 

Another new test now being talked about is the properdin 
test, in which the amount of properdin normally found in 
the blood is absent in the cancer patient. The whole study 
of the properdin levels in the blood is very interesting and 
will be worth while for nurses to watch. 

There are a few other tests being worked on, but none 
have proved as valuable as the Papinicolaou smear test. So, 
in answer to your question, I would say that unfortunately 
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there are few dependable tests for cancer at this time. 


Q. Since the Papinicolaou smear is simple and inexpensive, 
why couldn't it be promoted on a large scale to detect early 
cancer, just as the photofluorographic equipment has been 
used to X-ray the chests of millions of persons to detect 
tuberculosis? 

A. It could be, and the possibilities are being explored. A 
program for the detection of gynecological cancer was 
started in Memphis, Tenn., not too long ago. Large numbers 
of women were examined via Papinicolaou smears. Only a 
few reports have been published as yet and these are proving 
very interesting. 

The Papinicolaou smear test is also used extensively in 
detection centers as part of the complete cancer check-up ex- 
amination, as well as in doctors’ offices, hospitals, and clinics. 

Q. Miss Nelson, I understand that the New York City 
Department of Health is experimenting with a new approach 
to mass screening for cancer of the cervix, which attempt to 
parallel the so-called breast self-examination. In this experi- 
ment, groups of women were given simple kits to enable 
them to secure their own vaginal secretions for cytologic 
examination. What do you think are the implications of such 
mass screening techniques for nursing? 

A. Obviously, this is a program similar to the Memphis, 
Tenn., program. Undoubtedly this involves the co-operation 
of the public health nursing service of the city. Since I am a 
teacher of cancer nursing in a university, I have no connec- 
tion with such new public health programs going on in this 
city. However, it seems to me that public health nurses must 
have helped in the education of these women, aided in the 
distribution of these kits, and are helping in a major way in 
the follow-up of these women. 

You know, many times doctors and other public health 
officials get so much credit for ventures such as this and 
vet a great deal of this work could not be done without a vast 
number of well-prepared, willing nurses who pitch in and do 
a great deal of the hard work associated with such an enorm- 
ous task, 

Q. Miss Nelson, you just referred to the teaching of can- 
cer nursing. Is special training in the care of patients with 
cancer available for graduate nurses, and is there a definite 
program of education for the nurse who wants to know more 
about cancer? 

A. A number of universities are now offering courses in 
cancer nursing. In New York City both Teachers College, 
Columbia University, and New York University have courses 
in cancer nursing. | am sure some other schools also offer 
study in this subject, and if any nurse is interested in informa- 
tion of this nature, I suggest she write to Miss Claire Rich- 
mond, Nursing Consultant for the American Cancer Society, 
521 W. 57 St., New York 19, N.Y. Miss Richmond has re- 
cently made a study of university programs in cancer nursing 
and would be glad to help nurses get more information on 
this subject. 

Q. Do any hospitals give special courses on a postgradu- 
ate or in-service basis? 

A. Yes, I know of at least three who have excellent pro- 
grams of this type: Memorial Cancer Center, 444 E. 68 St., 
New York, N.Y.; The Roswell Park Memorial Hospital in 
Buffalo, N.Y., and the Ellis Fischell Hospital in Missouri. 
Nurses might also inquire at the M. D. Anderson Hospital 
in Houston, Texas. 

Q. We seem to have covered quite a bit in this discussion 
about cancer nursing, but I am curious about one thing. Do 
you think there is any one area in the cancer field that is of 
particular importance for nursing? 


A. I certainly do. In my estimation, the care of the patient 
(continued on page 33) 
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Modern Methods of Diagnosis and Management of Angina Pectoris 


Angina pectoris is a syndrome, not a disease. The recognition 
of angina is an important diagnostic step since its presence de- 
notes serious underlying cardiac disease, usually severe coronary 
atherosclerosis, sometimes accompanied by occlusion. The syn- 
drome consists of paroxysmal substernal or precordial pain of 
short duration that frequently radiates to the shoulders and inner 
portions of the arms, and is usually precipitated by exertion, 
emotion, or other states in which the work of the heart is in- 
creased. The pain is relieved by rest or the use of nitroglycerin. 

The diagnosis of — depends primarily on the clinical 
history, rather than on objective findings. However, the presence 
of underlying cardiac disease or a positive response to tests in- 
dicating coronary insufficiency supports the diagnosis of angina 
pectoris. 


Tests of Coronary Reserve and Coronary Insufficiency 


There is a margin of safety in which a diminution in the 
coronary blood flow or an increase in the myocardial blood re- 
quirements may occur without producing coronary insufficiency 
or angina pectoris; this margin represents the coronary reserve. 
In persons with a seriously impaired coronary circulation, the 
coronary reserve is already so diminished that any factor tending 
to cause anoxemia is likely to result in myocardial anoxia sufficient 
to produce angina pectoris or electrocardiographic changes. This 
principle has been utilized as the basis of tests for coronary in- 
sufficiency. Anoxemia tests and excercise tests are used to de- 
termine whether there is a diminished coronary reserve. 

Anoxemia or Hypoxemia Test: Generalized anoxemia is in- 
duced by having the patient breathe a mixture of 10 per cent 
oxygen and 90 per cent nitrogen until cardiac 6 is experienced, 
but not longer than 20 minutes. Electrocardiograms are taken 
just before the test and at five-minute intervals during it until 
the record has returned to its control form. This test is termed 
positive and considered indicative of coronary insufficiency or 
diminished coronary reserve if pain occurs during the procedure 
or if certain characteristic E.K.G. changes are recorded. 

Definite contraindications to the anoxemia test include: previ- 
ous myocardial infarction, chronic pulmonary disease, severe 
anemia, cyanosis, pregnancy, acute illness, and advanced debility. 
The anoxemia test, used in well-prepared research centers, is not 
by any means used generally. 

Exercise Test of Coronary Reserve: Exercise strains the coronary 
reserve by increasing the myocardial need for blood. In this 
test the patient performs a standardized amount of exercise, such 
as the two-step test of Masters and Oppenheimer. In patients 
with diminished coronary reserve, the exercise may produce pain 
or distinctive E.K.G. changes. Before the test is performed an 
E.K.G. taken while the patient is resting should register normal. 
In the two-step exercise electrocardiogram test, as described by 
Master, the patient makes 15 to 25 trips up and down two steps 
(each nine inches high) within one and one-half minutes. The 
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exercise is stopped promptly if the patient experiences pain. If 
the single two-step E.K.G. is negative, a double two-step test is 
performed. This involves twice as many trips as the single test, 
within three minutes. A negative double two-step exercise is 
regarded by many as virtually excluding coronary disease. 

The results of exercise and anoxemia tests on the same patient 
are essentially similar. Both are regarded as accessories to the 
clinical history, not as the decisive factor in the diagnosis of 
angina. 


Etiologic Factors 


The etiologic factors of angina pectoris are comprised of three 
groups: (1) primary etiologic factors which set the stage; (2) the 
secondary predisposing re echo which favor the development 
of the primary etiologic factors; and (3) the immediate precipi- 
tating factors. 

Coronary arteriosclerotic narrowings and occlusions may be 
considered as primary etiologic factors since they are associated 
with the syndrome in approximately 90 per cent of cases. In the 
absence of such changes, arterial hypertension and valvular 
disease probably account for less than 10 per cent of cases of 
angina. Aortic stenosis, with its frequent distortion of the 
coronary ostia and the increased cardiac work it causes, predis- 
poses to angina, 

Sex is among the secondary predisposing factors: Men are 
affected approximately five times as often as women. Since 
arteriosclerosis increases with age, angina is most prevalent in 
the sixth and seventh decades, but those in their forties and 
thirties may be affected, even in the absence of arterial hyperten- 
sion or other evident disorders. Excessive emotional or physical 
strain promotes the anginal syndrome. 

Immediate precipitating factors include those which transiently 
increase the work of the heart or decrease the blood fow. Among 
the former are effort, emotion, large meals, tachycardias, es. 
rises in blood pressure. Coronary flow may be decreased by the 
lowered blood pressure in shock and at times in dehydration, 
hypoglycemia, and tachycardias. Coronary blood flow may also 
be diminished due to increased resistances in the coronary system 
caused by the reflex vasomotor effects of emotions or exposure 
to cold. Such drugs as epinephrine, Pitressin or thyroid, may 
cause anginal pain. 

The treatment of angina pectoris is designed primarily to pre- 
vent or reduce the frequency of attacks. Prevention of attacks de- 
pends on the treatment of the underlying or contributory causa- 
tive diseases and elimination or cure, when possible, of the fac- 
tors which initiate or contribute to the precipitation of the 
syndrome. 

"No discussion of the modern treatment of angina pectoris 
would be complete without mention of recent surgical methods 
used in the treatment of this syndrome. Surgical procedures ad- 
vocated as definitive therapy involve: the interruption of painful 
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impulses by cutting sensory fibers in the sympathetics or their 
attachments to the spinal cord; diminishing the work of the heart 
by total thyroidectomy; or the promotion of the development of a 
collateral circulation to the heart. De spite « laims made tor surgery, 
the majority of cardiologists today recommend it only for in- 
tractable angina, and then only after all forms of medical therapy 
have been exhausted 

Prior to considering medical therapy, the general management 
of the patient should be considered. Although bed rest is not 
ordinarily required, the physician usually advises the patient with 
the first attack of angina to stay in bed two wecks, with in- 
structions to call the physician if pain persists for more than 15 
minutes; such pain may represent myocardial infarction. However, 
exercise which would promote muscular tone and a general state 
of fitness without provoking pain or dyspnea is usually encouraged. 

Che psychologic approach to the patient with angina and the 
regulation and modification of his work and daily activities are 
important elements in the treatment and must be carefully ad- 
justed to individual patients. Although the patient and his nearest 
relatives should be made aware of the possible dangers of im- 
paired circulation to the heart, the patient must also be assured 
of the probability of a long and useful life 

In many hospitals, work-classification units have been set up to 
tid the cardiac patient in his rehabilitation. These units consist 
# teams of physicians psychologists SOc ial workers, and other 
pertinent professional personnel, who evaluate the condition of 
the patient and help to restore him to gainful employment. 

Statistical studies seem to suggest a signific int relationship 
between smoking and angina pectoris, although the mechanism 
by which tobacco may damage the coronary vessels or heart is 
not clear. Ordinary and denicotinized cigarettes may have similar 
effects. Often patients feel better, generally, after foregoing tobac 
co, even when there is no striking causal relationship between 
moking and « irdiac pain it is germ rally considered advisable to 
urge these patients to stop smoking 

Regularity of bowel habits, always desirable, is particularly im- 
portant in these stasis and associated 


patients since colonic 


flatulence often he Ip to produce ingina attacks. If necessary, mild 
laxatives may be used for thes 


stool should be 


Coffee and te may be taken in moderate quantities; they 


patients. Excessive straining at 
ivoided 


have the theoretical advantage of being coronary vasodilators and 
the disadvantage of provoking nervousness and sleeplessness in 
patie nts 

Alcohol is often prescribe 1 in one-half-ounce or one-ounce 
doses, both for the prevention and relief of attacks, but it is 
doubtful that aleohol has any direct value in the prevention or 
illeviation of angina. However, in dogs, production of a blood 
ilcohol level comparable to that which is present in man after 
consum pti n of two or three cocktails, caused marked in reases 1n 
coronary arterial flow and coronary sinus outflow 


Review of Drug Therapy 


Although a variety of drugs can be prescribed for the manage- 
ment of angina, there is no question that the nitrites, both short- 
ire the most consistently valuable. They repre- 
sent perhaps the only specific medication in the relief of angina. 
Although several new mechanisms explaining the method of ac- 


and long acting 


tion of these drugs have been recently reported from various 
laboratories, there are still those who maintain that nitrites cause 
direct coronary vasodilation and increase the coronary flow. 

Of the nitrites, nitroglycerin remains the drug of choice since 
it is che ip, convenient to take, and next to amyl nitrite acts most 
rapidly. Nitroglycerin is today available in a sustained-action 
tablet known as Nitroglyn. Although it is not always effective in 
many patients, the drug has been designed to be released uni- 
formly for a 10- to 12-hour period. 

Although amyl nitrite acts more rapidly than nitroglycerin, its 
action lasts only for several minutes. It is marketed in small glass 
pearls or ampules which are crushed in a handkerchief and in- 
haled. However, it is expensive and inconvenient to carry and 
administer; there is also the distinctive odor which calls undesired 
ittention to the patient when it is taken in the presence of others. 
Its unpleasant side actions are similar to those of nitroglycerin 

Sodium nitrite, not commonly used, requires 10 to 15 minutes 
to produce an effect which continues one hour or longer. 

The nitrites are taken both prophylactically and for prompt 
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relief of pain after the attack develops. When used prophylactical- 
ly they are taken before those activities known by experience to 
precipitate angina. Under no circumstances are the nitrites taken 
to permit the patient to perform some unusual strenuous activity 
that is likely to cause harm. 

Long-acting nitrites provide the coronary vasodilator effect of 
the nitrites but for a prolonged, sustained period, and their action 
is dependent on the continued release of nitrites. Erythrol tetrani- 
trate, mannitol hexanitrate, mannitol pentanitrate, pentaerythritol 
tetranitrate ( Peritrate ), and triethanolamine trinitrate ( Metamine ) 
are all members of this group. 

In contrast to the rapidly acting and quickly dissipated effects 
of the short-acting nitrites, these drugs are effective in approxi- 
mately 15 minutes and are reported to have a duration of 
several hours. 

The prophylactic action of Peritrate supposedly begins in one 
and one-half hours and is said to last four to five hours. Though 
optimistic reports have been made by many investigators, there 
are many who believe the drug does not give sufficiently con- 
sistent benefit to justify its recommendation. The variable course 
of angina, the spontaneous variation in the number of attacks 
and in the physiologic and environmental factors which precipi- 
tate them, and especially the importance of emotional influences, 
renders evaluation of drug therapy extremely difficult. Therefore, 
unless the effectiveness of a drug is unequivocal, as is the effec- 
tiveness of nitroglycerin, or it can eliminate the need for nitro- 
glycerin, it is probably of little or no value in controlling the 
attacks of pain. 

Members of the xanthine group of drugs, usually compounds 
of theobromine or theophylline, have been widely employed in 
cases of angina pectoris due to coronary disease, despite consider- 
able doubt as to their clinical effectiveness. The use of these 
drugs is based on experimental observations indicating that in 
isolated perfused hearts or in the intact animal they produce 
coronary vasodilation and an increased coronary flow. However, 
when the dosage of the drug administered and the amount and 
transiency of increased flow are considered, it is questionable 
whether these experiments form an adequate basis to expect 
clinical benefit from the drugs in human cases of angina. Con- 
trolled studies in patients have not confirmed the claims of clinical 
benefit from the xanthine drugs. 

Aminophylline is used most frequently but its absorption is 
poor or inconstant when administered orally and gastrointestinal 
distress is caused with adequate dosage. Recently, choline 
theophyllinate has been reported to give relief and to control the 
anginal syndrome; it is said to be better absorbed and give 
higher blood levels than equivalent amounts of aminophylline. 

Other xanthine derivatives used include theobromine and 
sodium acetate and theocalcin. 

Many of the xanthine drugs have been marketed in combina- 
tion with sedatives, usually with phenobarbital. The chief disad- 
vantage is the rigidity imposed on the relative dosage of the 
two components; in particular, the dose of phenobarbital often 
needs to be altered for different patients and even for the same 
patient at different times. The advantage is that the sedative 
may assure the benefit of at least one drug in the combination. 

Sedatives are among the most widely prescribed drugs in the 
treatment of angina pectoris. Their purpose is to allay anxiety 
and minimize the emotional reactions which may precipitate at- 
tacks of pain. Phenobarbital is used most frequently. The bromides 
and chloral hydrate, as well as other barbiturates, are also ac- 
ceptable preparations for sedation. Opiates are contraindicated 
since addiction might readily occur. 

Recently the so-called ataractic or tranquilizing drugs have 
been administered instead of the established sedatives. Miltown, 
Equanil, and Thorazine have been utilized to reduce emotional 
tension. 
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NITROGLYN 


VASODILATOR 





DESCRIPTION: Nitroglyn is a new form of nitroglycerin tablet 
that is absorbed slowly through the stomach and intestinal tract 
over a period of many hours. 


ACTION AND EFFECT: All nitrites act on the arterial system 
by causing relaxation or dilatation of the arteries, the reby facili- 
tating the flow of blood. The actions of these drugs, while very 
similar, show interesting and useful variations. Nitroglycerin, 
which is absorbed through the mucous membrane of the mouth, 
acts within one or two minutes and the effect lasts for about 
half an hour. 

The action of this group of drugs is easily demonstrated 
clinically and experimentally: They produce a fall in blood 
pressure; rapid, bounding pulse; and a feeling of fullness in 
the head in varying degrees, depending on the specific drug and 
dosage administered. The pulse wave after nitrite administration 
shows increased height and sharpness of the main deflection, 
and there is also an accentuation of the secondary wave which 
appears on the downstroke of the main wave. These character- 
istic features are useful for objective study of the drug’s effect. 

This characteristic vasodilating effect was demonstrated by 
Mann by means of a new and sensitive instrument known as 
the capacigraph, which operates electrically and is sensitive 
to the slight volume change in a finger produced by the pulse 
wave, 

A study was made to compare the duration of action of the 
usual sublingual nitroglycerin tablet taken under the tongue, 
compared with a new form of nitroglycerin tablet, Nitroglyn, 
which is absorbed slowly through the stomach and _ intestinal 
tract over a period of many hours. The effect of sublingual 
nitroglycerin becomes evident after two or three minutes and 
persists for a period varying from 12 to 27 minutes, with an 
average duration of 18 minutes. The slowly absorbed Nitroglyn 
generally takes 10 or more minutes to produce the initial effect, 
but this effect persists for periods varying from 280 to mor 
than 510 minutes, with an average duration of about 340 


minutes. The difference between the two forms of the drug is 
so marked that it can be stated with reasonable certainty that 
Nitroglyn, which is slowly released, has an effect which lasts 


! 


approximately 20 times as long as the effect of sublingual 


nitroglycerin. 


USES: Nitroglyn is indicated in all patients who re ceived tempo- 
rary relief from sublingual nitroglycerin. It is maintained that 
with Nitroglyn the pain and spasm of coronary insufficiency 
may be re lic ved, as well as the anginal sequelae of myocardial 
infarction. 


PREPARATIONS: Nitroglyn is available in oral tablets of grains 
1/25 and 1/10. 


DOSAGE AND ADMINISTRATION: Dosage is adjusted to 
the individual patient’s response, the recommended initial dosage 
being two grain 1/25 tablets daily, one in the morning and 
one at night. After a week on this regime, if the symptoms 
have not been adequately controlled, the dosage may be 
increased to two tablets of grains 1/10 each, one tablet taken 
in the morning, the other at night. Then after several weeks an 
attempt can be made to reduce the dosage to the previous 
schedule. 

Occasionally grains 1/10 may be taken three times daily. 
TOXICITY: The side actions of Nitroglyn are the same as those 
of nitroglycerin faintness, and confusion 
for those who ar 


Pulsating headache, 
partic ularly sensitive. 


PRECAUTIONS: It must be 1 
important in making accurate 
Nitroglyn is inconstantly effective in 


some patients and this fact must be 


cognized that the nurse is very 
observations regarding the ef- 
fectiveness of the drug 
recognized so that the 
necessary changes in the form of medication can be made. 





PERITRATE 


VASODILATOR 





DESCRIPTION: This drug is known chemically as pentaerythri- 


tol tetranitrate and is a white crystalline material. 


ACTION AND EFFECTS: Peritrate, a long-acting nitrate, is 
dependent for its effects on the nitrite released in the body 
after administration of the drug. The prophylactic 
said to begin one and one-half hours after administration; it 
lasts four to five hours. 

Very favorable claims have been made for this long-acting 
nitrate. Among 258 patients treated by Dailheu-Geoffroy with 
60 mg. divided doses, over 80 per cent showed good results; 
only 33 per cent showed improvement with other vasodilators 
of the coronary blood vessels. Winsor and Humphreys reported 
that Peritrate, in 
attacks of angina pectoris in 125 patients by an average of 
78.4 per cent, whereas there was no reduction in the number 
of attacks in 125 patients used as controls and given placebos 
aminophylline, khellin, or Theocalcin. 

Peritrate was said to reduce significantly the requirement of 
nitroglycerin, increase exercise tolerance, and, like nitroglycerin, 
reduce or prevent E.K.G. changes which represent signs of 


action is 


an average daily dose of 30 mg., reduced 


myocardial ischemia. Similar favorable observations were re- 
ported by other investigators, but it is of importance to note that 
few, if any, patients who required nitroglycerin were able to 
dispense with its use entirely by taking Peritrate. 


USES: Peritrate is used as a_ prophylactic 
angina pectoris. Because its action is not immediate it is used 
frequently in conjunction with nitroglycerin. 


agent to preve nt 


PREPARATIONS: Peritrate is available in 10 mg. tablets. 
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DOSAGE AND ADMINISTRATION: Peritrate is administered 
orally in 10 mg. tablets in doses of one or two tablets, three 
or four times daily. 


TOXICITY: Peritrate 


This statement is in keeping with the reports of 


seems to be essentially free of serious 
side effects 
von Oettingen who showed that in rats which had daily feedings 
of moderate doses of the drug, the red-cell count, hemoglobin, 
white-cell count, and differential count made at monthly inter- 
vals showed no evidence of toxicity. The experiments were 
carried 
of body weight were given during this time. No adverse effect 


mut over a period of one year and doses of 2 mg. kilo 


\istological changes in the lungs, liver, 


brain, and specifically no injury of the 


on growth, nor any 
kidneys, spleen, femur 
vascular walls was noted. 

Side effects of the drug include occasional headache, nausea 
which may disappear after continued administration, weakness, 
palpitation, flushing, and mild hypotension. Rarely a dermatitis 


results from drug intolerance. 


PRECAUTIONS: 


reports on Peritrate, he has not found it to give sufficiently 


Friedberg maintains that despite optimistic 
consistent benefits. The variable course of angina pectoris, the 
spontaneous variations in the number of attacks and in the 
physiologic and environmental factors which precipitate them, 
nd especially the importance of emotional influences render 
evaluation of drug therapy extreme ly difficult in angina pectoris 
Friedberg therefore believes that unless the effectiveness of a 
drug. is unequivocal like that of nitroglycerin, or unless it 
can eliminate the need for nitroglycerin, it is probably difficult 
to use the drug for controlling attacks of angina. 
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CARDILATE 


VASODILATOR 





DESCRIPTION: Cardilate is chemically erythrol tetranitrate. 


ACTION AND EFFECTS: It is known that the pain in patients 
with angina pectoris is the result of myocardial hypoxia due to 
coronary arterial disease and that pain occurs when there is a 
discrepancy between the myocardial demand for oxygen and 
the supply brought by the coronary circulatory system. Amy] 
nitrite and nitroglycerin have always been considered most 
effective in managing the acute attack of angina pectoris, yet 
the short duration of their action limits their usefullness in 
long-term control. 

lhe sublingual administration of Cardilate brings about action 
within six to ten minutes, and this action lasts for at least two 
hours after the dissolution of tablets, sometimes up to four hours. 

Cardilate results in the release of nitrite. The basic action 
of nitrites is the relaxation of smooth muscles, especially those 
of the finer blood vessels, independent of innervation. The 
postarteriolar vessels, capillaries and venules, are most susceptible 
although the larger veins and arteries also become relaxed to 
some extent. The beneficial action of nitrites in the treatment 
of angina is attributed to increased coronary blood flow, which 
has been shown to occur in systole and diastole and is the 
result of decreased vascular tone or resistance. The nitrites are 
considered to be the most potent coronary dilators: their action 
is exerted at extremely minute blood concentrations. Favorable 
effects of Cardilate are reflected in E.K.G. results. 


USES: Since its onset of action is somewhat slower than that 
of nitroglycerin, Cardilate is intended primarily for the pro- 
phylaxis and long-term management of patients with frequent or 
recurrent anginal pain and reduced exercise tolerance, rather 
than for the treatment of acute attacks of angina. 


PREPARATIONS: Cardilate is marketed in scored tablets of 
15 mg. each, designed for sublingual administration. 


DOSAGE AND ADMINISTRATION: The usual dose of Cardi- 
late is one tablet buccally or sublingually, three times daily. 
Since Cardilate is designed to disintegrate slowly, the tablets 
are best taken after meals. 

Two or three tablets taken three times a day are well 
tolerated, but a temporary headache may sometimes be en- 
countered with the larger dose. For those patients subject 
to nocturnal angina, an additional tablet before bedtime is 
recommended. 

Earlier studies which concluded that Cardilate was less 
effective than nitroglycerin, both in the degree to which the 
exercise tolerance is increased and in the number of patients 
who benefitted, did not take into account that the nitroglycerin 
was administered sublingually while the erythrol tetranitrate 
was swallowed. Accordingly, Riseman compared these drugs in 
a double-blind study using the same routes of administration 
for each drug. It was observed that in marked contrast with 
the results obtained when the drug was swallowed, the action 
of erythro] tetranitrate was comparable to that of nitroglycerin 
when administered the same way. 


TOXICITY: Side actions in the use of Cardilate consist of 
a pulsating headache similar to that observed after using nitro- 
glycerin. Such headaches may be relieved by acetylsalicylic acid 
or combinations of the latter with caffeine and phenacetin. 


PRECAUTIONS: In hypersensitive individuals therapeutic doses 
may produce faintness and confusion related to postural hypo- 
tension. This is especially true in patients with anemia and in 
those inclined to syncope. Simultaneous ingestion of alcohol 
may markedly accentuate the action of Cardilate. Caution 
should be observed in patients with cerebral hemorrhage or 
glaucoma because of the vasodilation which occurs in the areas 
iffected by these diseases. 





NITROGLYCERIN 


VASODILATOR 





DESCRIPTION: Chemically, nitroglycerin is glyceryl trinitrate. 
In its pure form it is a yellowish fluid, very highly explosive. 
It is this material that is incorporated into tablets used clinically. 


ACTION AND EFFECTS: Nitroglycerin belongs to the nitrites 
which cause direct coronary vasodilation and increase the coro- 
nary flow and relieve the load on the heart. Nitrites are heralded 
as the only specific medication in the relief of angina. As a 
rule the drug is used for prompt relief of pain after the attack 
develops, but nitroglycerin should also be employed prophylacti- 
cally when possible. The latter is possible if the drug is taken 
before the patient performs activities known by experience to 
produce pain. Of course, whenever possible it is best to avoid 
both the precipitating factor which causes pain and the use of 
nitrites 


USES: Nitroglycerin is usually considered the drug of choice 
for abolishing attacks of angina pectoris or even prophylactically 
to avoid these attacks when the patient senses an impending 
attack. 

Nitroglycerin may also be employed as a diagnostic agent to 
differentiate between the pain of angina pectoris and that of 
acute coronary thrombosis: The pain of acute coronary throm- 
bosis is not relieved by nitrite medication. Considerable caution 
is necessary in using the drug because the patient with a fresh 
myocardial infarction may be in a state of collapse. A single 
0.6 mg. tablet may be placed under the tongue if the blood 
pressure is not too low, and if the effect is carefully noted. If 
pain persists, the existence of coronary occlusion is more likely. 
A second tablet may be given only after a suitable interval. 
The careless use of nitroglycerin in patients with acute myo- 
cardial infarction may cause dangerous ectopic tachycardia, 
collapse, and even death. 
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PREPARATIONS: Nitroglycerin is marketed in tablets which 
contain 0.3, 0.4, 0.6, or 1.2 mg. of the drug; the dose varies 
from 0.1 to 0.6 mg., or more. 


SS"? 


DOSAGE AND ADMINISTRATION: Nitroglycerin is admin- 
istered in tablets which the patient is instructed to dissolve 
under the tongue. The usual therapeutic dose is 0.6 mg., but it 
is preferable to begin with 0.3 mg., since this is frequently 
adequate and less likely to induce uncomfortable side actions. 
Nitroglycerin’s action is noticeable in one to two minutes and 
continues for 15 minutes to an hour. In most cases the relief 
is striking and prompt. 


TOXICITY: The administration of nitroglycerin may be ac- 
companied by feelings of mild fullness, warmth, or throbbing 
in the head. In rare instances, in patients with an idiosyncrasy 
to the drug, severe headache, faintness, or even syncope may 
occur. 


PRECAUTIONS: Until the effects of the drug are known, it is 
advisable for the patient to sit down when taking the drug. The 
patient should be told that if after repeated beneficial use of 
nitroglycerin he suffers an attack of pain that does not respond 
to this therapy, he should cease all activity immediately and 
notify his physician. Except when taken prophylactically, nitro- 
glycerin should be taken for those attacks which are known to 
subside promptly with a brief period of rest. Since the pain 
will disappear rapidly and spontaneously, there is no need for 
the patient to suffer any unpleasant side actions of the drug. 
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Pulmonary Artery 


To allay her patient's apprehension, to 
Pulmonary Veins 


answer his questions, to encourage him 
through a positive approach, to be gentle 
and support his faith, to show confidence 


in the abilities of her co-workers on the MiTRAL 


health team—these are part of VALVE 
InTER -aTRiAL 
SEpTAL 
Defect 


the nurse’s role in 


Cardiac 











Before cardiac catheterization the nurse- 
author drew a rough sketch of the posterior 
view of the heart on an ordinary paper towel 


Catheterization 


by HELEN CREIGHTON, R.N., J.D. 


Formerly Assistant Professor, 
School of Nursing, Georgetown 
University, Washington, D.C., and 

now Associate Professor in Medical- 
Surgical Nursing, Southwestern 
Louisiana Institute, Lafayette, La. 


'PHE morning report said: “Mrs. D., 

cardiac catheterization at 8 A.M.” 
Have you ever wondered how such a 
patient en route to the cardiac catheter- 
ization laboratory feels? 

Accompanying a number of persons 
on that journey, I have heard the fol- 
lowing comments: 

Mrs. D.: “You know, I feel like the 
little boy in the song who says, ‘Tell 
me a story, tell me a story when my 
prayers are said.’ I said my prayers, 
and I expect this test will help the 
doctor tell me whether an operation 
will be necessary or will help me.” 

Six-vear-old Mark had this to say: 
“I belong to Buck Rogers’ Explorers 
Club. See my badge? And this morning 
I go on sort of a space-ship expedition. 
Papa is coming along. And when the 
lights go out the doctor will start us 
with a countdown: 10, 9,8...” 

A 36-year-old railway clerk, Mr. L., 
expressed this view: “Well, I'll be glad 
when it’s over. But, as I said to my 
wife, the test makes sense; the doctor 
is really trying to learn everything he 
can about my old ticker.” 


Apprehension 


These representative comments re- 
flect one thing: The nurses caring for 
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these patients had helped them over- 
come their apprehension. Apprehension 
is the cardiac catheterization patient's 
biggest problem. Possibly more than 
anyone else, the nurse at the bedside 
can help her patient put his mind at 
ease. 


The Positive Approach 


To begin with, a positive approach 
to people and to living is half of the 
battle. A thorough-going, genuine love 
of, interest in, and acceptance of peo- 
ple as individuals is most important. 
The way a nurse works indicates her 
attitude. 

Let’s consider the case of Mrs. D. 
and her admission to the hospital: A 
Pink Lady® casually but pleasantly 
chatted with a young couple as she 
brought the wife in a wheelchair down 
the corridor to 2 South. The wife’s face 
was rather hollow, though a malar flush 
gave it color; her shoulders drooped as 
though tired, and she quietly rubbed 
her numbed hands together (it was 
bitterly cold outside) as her eyes in- 
tently followed the changing scene. 
Walking beside her was her husband, 
a thin, muscular, weather-tanned, pre- 
maturely aging man. He carried a worn, 
brown cardboard suitcase and a maga- 
zine, and wore a neat, well-pressed 
lightweight tweed suit, white shirt, and 
green tie. He wore no overcoat, just 
an additional heavy V-necked sweater 
under his jacket. 

As they approached a young student 


°A volunteer worker from the Ladies’ 
Board of Georgetown University Hospital. 


to help the patient visualize the heart's 


structure and her own heart's possible defect. 


nurse she said, “Good afternoon, I am 
Miss B. May I help you?” 

With a smile, the Pink Lady replied, 
“Yes, thank you. This is Mrs. D., a 
patient of Dr. S. She will be staying in 
Room 217. Mr. D., this is Miss B., one 
of our nurses.” 

“How do you do, Miss. I just wanted 
to get my wife settled before I go to 
work—have to be there at 3 o’clock,” Mr. 
D. replied. 

“I've been expecting you, Mrs. D. 
the student nurse declared. “Dr. S. 
called and left some admission orders; 
he will be in to see you at 5 o'clock.” 
With this, Mr. and Mrs. D. seemed to 
relax a bit as they proceeded to the 
ward. 

At the bedside Mrs. D. was helped 
to her feet and then onto the bed. 
Turning to the Pink Lady she said, 
“Thank you. Ordinarily I'm not one to 
have somebody push me around in a 
wheel chair. But I guess right now I 
do need it. It has been easier because 
you made it seem as though I was do- 
ing you a favor to ride up.” 

Miss B. turned to Mr. D. and said, 
“I am going to put this chair outside 
the ward door for you. Wouldn't you 
like to sit down and wait about 10 
minutes while I help your wife get un- 
dressed and more comfortable in bed?” 

Mr. D. put the magazine in his wife’s 
hand, gave her a pat on the shoulder, 
and stepped outside to wait. 

Deftly Miss B. assisted Mrs. D. to 
undress and put on her hospital gown. 
Since Mrs. D. was able to void, an 
admission urine specimen was secured. 
The head of the bed already elevated 
on eight-inch blocks, was rolled up to a 


” 
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45-degree angle which felt comfortable 
to Mrs. D. While the thermometer was 
registering, her clothes were carefully 
put away In her wall locker. ; 

“I guess you think a mother of five 
kids pretty 
Love, 


silly 


to be reading True 
she remarked to Miss B. as she 
slid the magazine under her pillow, 


her nervous smile revealing 
teeth 
“Not at all, almost everyone enjoys 
a little light reading,” replied Miss B. 
“Well, I'd always kind of wanted one 


of these magazines and when I had to 


carious 


come to the hospital again, Chuck got 
it and told me, ‘Just read and don’t 
WOITY 

“Im sure it will add glamour to the 
diagnostic Then Miss B. 
how old are 


tests.” 
“Tell me 


children?” 


con- 
tinued, your 
“The oldest is Grace, she is 12. . 
rhe curtains were drawn, and Mr. D 
rejoined his wife for a few moments 
Mrs. D 


was expected and both she and her 


In a strange research cente1 
husband were welcomed. She was as- 


sisted to the ward, her husband was 
encouraged to wait until she was com- 
fortable in bed and then said good-by 
They to understand her little 
extravagance—the She had 
told the nurse about her five children: 
their names, this 


friendly sense of 


seemed 
magazine 
ages and so on In 
environment, her 
dread disappeared 


Gentleness 


The nurse who anxiety is 
gentle, with a quiet footstep, soothing 
hand, and kind word. In a gentle at- 
mosphere even Mark’s anxious parents 
in the waiting could relax and 
a bit. 


The nurse quiets fear by supporting 


quiets 


room 
rest 


A cardiac catheter through which saline is constantly drip- 
ping is inserted through a branch of the left basilic vein 
Fluoroscopy is used to follow the progress of the catheter. 


and sustaining her patient's faith in his 
Creator. She recognizes the strength 
behind Mr. L.'s determinedly repeat- 
ing: “I can do all things through Him 
who strengthens me.” She knows he is 
a bit worried about his four children 
who are temporarily staying with vari- 
ous relatives in Maine—and about his 
finances. The scapular medal that she 
must remove from around his neck she 
fastens around his ankle, as he requests. 
She encourages that faith in the reali- 
zation that the peace of God can and 
does bring some very real peace in this 
life. And when littlhe Mark volunteers, 
“You know I am an angel in the 
Christmas play. Want to hear me sing, 
‘Jesus Loves Me’?” she does want to 


hear his song 
Understanding Catheterization 


The nurse alleviates apprehension 
who understands the cardiac catheteri- 
zation procedure, how it is carried out, 
and its value as a diagnostic tool to 
the physician. She can give short, sim- 
ple answers to questions. She has con- 
fidence in and is optimistic about the 
work of her co-workers on the health 
team, and this confidence and optimism 
is contagious. 

To understand a cardiac catheteriza- 
tion, one must remember certain basic 
facts about normal circulation. In the 
normal heart anatomical 
and dynamic separation of the right 
atrium with its tributary vena cava, 
the right ventricle and the pulmonary 
artery through which venous blood 
with reduced oxygen content flows 
from the left atrium and confluent pul- 
monary veins, the left ventricle and the 
aorta through which almost completely 
oxygenated blood flows. 

Moreover, in a normal 


there is an 


person the 


blood pressure in the left atrium is 
higher by a few millimeters of mercury) 
than that in the right atrium, and the 
systolic pressure in the left ventricle 
and both the systolic and diastolic pres- 
sures in the times 
higher when compared with the right 
ventricle and pulmonary artery, re- 
spectively. Therefore, if there is an 
abnormal opening between the right 
side and left side of the heart there is 
a shunt of blood from left to right 
unless conditions are greatly altered in 
the pulmonary circulation. There are 
distinct patterns of blood pressure 
curve in atria, ventricles, pulmonary 
artery, and aorta. If the nurse realizes 
that the amount of blood flowing 
through the pulmonary artery equals 
that flowing through the aorta, it is 
easier for her to understand that the 
pressure differences are related to less 
resistance in the pulmonary than in 
the systemic circuit. 

With rare exceptions there are four 
groups of congenital cardiac defects: 
(1) an abnormal opening between the 


aorta are several 


atria, the ventricles, or the pulmonary 
artery and aorta, (2) a narrowing of 
the valve between two 
parts, such as an atrium and ventricle 
or ventricle and pulmonary artery or 
aorta, (3) an abnormal location, growth, 
or drainage of the sizeable arterial or 
venous parts, (4) a combination of 
these defects. Cardiac catheterization 
helps the doctor to recognize the type 
of defect and study its effect on the 
circulation. 


connection 


The Patient’s Questions 


While the nurse is giving bedside 
nursing care, the adult patients for 
whom the diagnostic procedure has 


been ordered have invariablv asked 


Blood samples are taken from various cardiovascular sites and 
also from a convenient artery. At lower left is cathode-ray 
oscillograph; at lower right is Sanborn Twin-Viso Recorder. 


NURSING WORLD 





questions about the hearts structure, 
how blood goes through it, and what 
the procedure might show. “The doctor 
is too busy, I can't take his time—but 
can't you show me how the heart works 
and what can go wrong?” they may ask. 
Some of the well-educated patients cer- 
tainly have studied human circulation, 
others with less formal schooling per- 
haps have not studied it in detail. But 
as patients with an awakened personal 
interest, both groups evidence a special 
interest in the anatomy and mechanics 
of the heart. When a patient asks my 
aid, I take a paper towel from the wall 
dispenser by the sink (that is the one 
piece of paper uniformly available in 
a room) and with my pencil make a 
crude sketch of the heart, explaining 
and labeling each part as I proceed. 
(See accompanying illustration made 
for Mrs. D.) The five-minute sketch 
and explanation, while no work of art, 
seem to interest the patient greatly, 


answer many of his questions, and give 


him a rather satisfying idea that he has 
some understanding of how blood goes 
through the heart and some of the pos- 
sible defects which interfere with nor- 
mal operation. 

On such an illustration one can show 
the possible course a catheter may 
take in the heart and point out the 
type of information collected at various 
points. A number of these paper-towel 
diagrams, I have been told by former 
patients, have made their way to vari- 
that 
each patient could tell people “back 
home” something of his problem and 
what was done about it. It gives a pa- 
tient a feeling that we are doing things 
with him rather than to him. During 
the catheterization itself the 
patient strives to co-operate fully with 
the team because he knows what they 


ous sections of the country so 


cardiac 


A student nurse delivers the sealed blood samples packed in 
ice to the adjacent laboratory where Dr. Irene Roeckel will 
analyze them. There the nurse sees the spectrophotometer. 
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are endeavoring to find out and why it 
is important. Again patients repeatedly 
state the diagram gives them a feeling 
of confidence in the nurses and co- 
workers of the health team: “They real- 
ly know what's going on and what they 
are doing if they can explain it in a 
simple way.” 

It a nurse simply cannot draw quick, 
rough diagrams to help her answer pa- 
tients’ questions, she can utilize a du- 
plicated unlabeled diagram and mark 
each part as she traces the circulation 
of blood through the heart and points 
out possible problems. However, it is 
felt that the nurse who thoroughly 
understands the work will be able to 
diagram roughly and readily explain it 
in a manner utilized by doctors for 
years. The dread of the unknown dis- 
appears with the simple, easy-to-follow 
explanations of pleasant, confident 
nurses. 


Responsibilities 


In the actual cardiac catheterization, 
the nurse is responsible for assembling 
the equipment’ and for the observance 
of sterile technique. In practice the fast- 
ing patient who has been given some 
sedation lies on the fluoroscope table, 
his arm placed on an armboard. The 
antecubital area of the arm is 
prepared with merthiolate and the site 


fossa 


In our hospital the equipment consists 
of the usual venotomy tray, the cardiac 
catheter, an infusion “set to maintain a 
slow drip of saline through the catheter, 
twenty 10-cc. heparinized numbered sy- 
ringes whose plungers have been lubricated 
with sterile mineral oil, two 20-cc. saline 
syringes, two 20-cc. heparin syringes, 
mercury, a container of ice and a set of 
twenty numbered with 
saponin solution. 


5-cc. syringes 


surgically draped. One per cent pro- 
caine solution or some similar local 
anesthetic is injected into the area 
around the median basilic’ vein which 
is brought to the surface, opened, and 
the catheter through which saline is 
steadily dripping is threaded into the 
vein. The progress of the catheter is 
followed by means of fluoroscopy. The 
catheter’s passage through any abnor- 
mal opening is immediately evident. In 
Mrs. D. the catheter passed from the 
right atrium into the left atrium and 
out into one of the left pulmonary veins. 

During this time a technician or doc- 
tor monitors a continuous electrocardio- 
graphic tracing to detect arrhythymias 
or ventricular extrasystoles. As a rule 
these are stopped by moving the tip of 
the catheter away from the irritated 
point. 


Reassurance 


When the patient arrives at the cardi- 
ac catheterization laboratory and sees 
the mass of strange equipment, the 
nurse should reassure him. As his posi- 
tion becomes tedious, she diverts his 
attention by engaging him in conversa- 
tion on a variety of topics of interest to 
him. Mrs. D. was interested in Christ- 
mas preparations for her children and 
their school activities. 

With little Mark in the dark setting 
required for fluoroscoping we 
ducted our make-believe trip to the 
moon in a space ship. The wall posters 
of satellites and a miniature space ship 
initially occupied his attention, the ar- 
ray of equipment and the busy activity 


con- 


of the medical personnel he accepted as 


necessary launching ceremonies to get 
the trip started, while several stars, 
two balls (planets), and a plane—all 
fluorescent and suspended on lengths 


The patient breathes room air from Tisiot spirometer. The 
oxygen intake together with blood oxygen data aids in meas- 
uring amount of blood that shunts through abnormal openings. 





Student nurse Ann Benesch and Sister Juliana, $.C.N., medical supervisor at the 
Georgetown University Hospital, watch as Mrs. D. happily reads one of the 32 get 
well cards which were a surprise from her third-grade son and all his classmates. 


moved with air currents and 
come true.” The nurse 
had prepared a colorful 
space-ship cards (duplicate pictures 
from the Sunday comics mounted on 
cardboard) for use with an old-fash- 
ioned stereoscope. When the lights 


of cord 
made the trip 
number of 


were on, Mark continued his trip. ‘Iry- 
ing on the doctor's red goggles, blow- 
ing his father’s duck call, and “shoot- 


ing” a toy paper gun (it made a 
snapping noise when shaken) provided 
active diversion. Later anxious parents 
listened to Mark’s account of the space- 
ship journey. Greatly relieved, they 
paused to tell us as they were leaving, 
It may be a short life—thank goodness 
it is a happy one . It is so much 
easier for us . . . We had wondered if 
we should bring him to the hospital.” 


Assisting the Team 


During the procedure as the catheter 
is withdrawn, blood samples for later 
analysis are taken through the catheter 
from the pulmonary artery, the out- 
flow area of the right ventricle, the 
area near the tricuspid valve in the 
right ventricle, the area in the right 
atrium near the tricuspid valve, the 
lower and upper the right 
atrium, the superior vena cava, and 
blood samples are also simultaneously 
taken from convenient artery. 
Either a nurse or a highly skilled tech- 
nician must accurately note the exact 
time (every second counts), the posi- 
tion of the catheter, and the number of 
the syringe. The nurse makes certain 
that these samples—packed in chipped 
ice—are taken to the laboratory where 
they are analyzed for their oxygen con- 
tent on the Van Slyke apparatus to 
provide data concerning the patient's 


areas of 


some 
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blood oxygen content. 

Next the patient’s oxygen consump- 
tion is determined by collecting his 
expired air for three minutes. Its oxy- 
gen content, together with that of room 
air, is determined on the Haldane ap- 
paratus. Again the nurse whom the 
patient knows can reassure him and 
help secure his best co-operation. The 
patient's cardiac output is determined 
during exercise as well as at rest. 


After the Procedure 


After the completion of the cardiac 
catheterization the patient is especially 
in need of T.L.C. At best it is a some- 
what lengthy procedure, where the pro- 
longed maintenance of the necessary 
position becomes very tiresome. Cer- 
tainly upon return to his room if a pa- 
tient wishes undisturbed rest with soft, 
though cheerful music on the radio or 
phonograph, his wishes are respected. 
it has been our experience that in addi- 
tion to restful music, the majority prefer 
a quick warm bed bath and a soothing 
backrub. Even more than usual, the 
arrival of the daily mail is a welcomed 
diversion. 

In particular, Mrs. D. received a joy- 
ous surprise: Each boy and girl in her 
third-grade son’s class made a get-well 
card, and the arrival of the package 
could not have been better timed. 

Such patients are generally receiving 
antibiotic therapy; if not, as a pre- 
cautionary measure, prophylactic ad- 
ministration of a selected antibiotic is 
given prior to and following cardiac 
catheterization. Once again the nurse’s 
explanation of the treatment as part of 
the “planned routine” eases a patient's 
worry. Following the procedure the 
nurse frequently checks her patient— 


extra comfort measures and attentive- 
ness are so much appreciated on this 
day. At the same time it gives her an 
opportunity to observe him closely for 
any possible untoward reaction. 


Patient Teaching and Follow-Up 


In the day or days that follow, the 
nurse assists her patient to accept the 
recommendations of the physician made 
in the light of this plus other diagnostic 
procedures. For Mrs. D. this entailed 
immediate referral for dental surgery 
with necessary follow-up care, planning 
a much needed high-protein, high-vita- 
min, 800 mg. low-sodium diet within 
her limited economic means, instructing 
her about her daily medications, and 
arranging for further planned care to 
be given at home by a member of the 
Visiting Nurse Association in addition 
to continued supervision through the 
Cardiac Clinic. Since a re-evaluation of 
Mrs. D.’s status and possible surgery 
were contemplated within a few weeks, 
Mr. D. was referred to the social service 
department for further assistance in 
planning: five children ranging in age 
trom 16 months to 12 years, medical 
expenses, a house with few conveniences 
and no telephone, low income ($235.00 
per month), and evening hours of em- 
ployment are but a few of the factors 
with which they struggle quite cheer- 
fully in maintaining their home. 

Mark busied himself with a coloring 
book (more space-age pictures), a sim- 
ple erector set for building endless 
things, and limited activity which he 
greatly enjoyed with other children in 
the playroom. His parents engaged in 
much soul-searching as to elective open 
heart surgery for Mark, were helped by 
the nurse who said, “This is normal. 
Certainly you love him, want to do 
what’s best for him, and such decisions 
are not easy to make.” 

For Mr. L. it meant the surgery he 
had anticipated would not be done. He 
was digitalized, placed on a daily dosage 
of oral penicillin, and on a salt-restricted 
diet. With adequate medical supervision 
and a program of somewhat limited ac- 
tivity, it was felt surgical intervention 
was not warranted at present. Re-eval- 
uation in a year, or sooner if his condi- 
tion so indicated, was planned. Again 
the nurse who emphasizes the individ- 
uality of patients and personal planning 
and care for each, can help the patient 
so regard his prescription as being in 
his own best interest. 

From admission to discharge the nurse 
follows her patient scheduled for a 
cardiac catheterization. She allays his 
apprehension, assists with diagnostic 
procedures and his general care, helps 
answer his questions and, finally, plans 
with him for the prescribed next step, 
whatever it may be. 
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by THERESA G. MULLER, R.N. 
Director of Nurses, Sheppard and 
Enoch Pratt Hospital, Towson, Md. 


D* WILLIAM A. HUNT opened the 1958 Workshop 
on the Dynamics of Teaching by telling the assembled 
participants that he did not view his role as an authori- 
tative one in which he could spell out the goals of nursing 
education or define the ways of accomplishing them. Rather, 
he raised certain problems basic to education in general, 
pointed out their implications for nursing education in 
particular, and challenged nurses to find their own solutions. 

Nevertheless he went on to say that even a friendly 
commentator speaking from the sidelines needed some 
justification for his role. Dr. Hunt's justification came from 
his current position as an educator and his role in clinical 
psychology. At present he is involved with many of the 
same problems of professionalization that beset nursing. 
In addition, he indicated that the service functions of 
clinical psychology often came in contact with educational 
and clinical nursing functions. His presentation, “Education 
~The Dream and Reality,” was published in the November 
1958 issue of NURSING WORLD and brought out some 
significant points for the consideration of nurses. 

An American dream, Dr. Hunt pointed out, is the as- 
sumption that every individual has a right to an education. 
With this basic tenet of democracy there is no quarrel, 
but viewing it realistically one finds two practical qualifica- 
tions: How can it be obtained, and how capable is the 
person who is to benefit from it? In the first instance, 
problems about economic and environmental opportunities 
are raised; in the second, the problem of individual dif- 
ferences in ability appears. 

The implications of these problems for education bring 
up three other latent assumptions which are too often 
overlooked. It is expected that the desired content is 
known and available, efficient methods of transmitting it 
are at hand, and capable persons are available to benefit 
thereby. All of these considerations are directly reflected 
in nursing. Simply related, they are: What to teach, how 
to teach it, and who is to be taught. 

Any answer reached by careful, objective assessment 
of the realities of the situation requires continuous re- 
assessment. It is a developmental process which is unlikely 
to be uniform and stable. A typical picture of the situation 
depicts a succession of relatively stable periods alternating 
with periods of drastic change. 

At present the nursing profession is in a period of 
drastic change, and some duties are being upgraded. This 
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upgrading has two important implications for nursing— 
the addition of some duties of increasing complexity and 
difficulty with increased responsibility, and the release 
and delegation of other duties to ancillary groups. 

Such upgrading is reflected in all of the scientific pro- 
fessions as a consequence of the increasing accumulation 
of scientific knowledge. Its effects are particularly evident 
in medicine, demonstrated by the increasing demands of 
medical education, the demands of specialization, and the 
downgrading of some functions now given over to nurses. 

The problems of normal development in the assumption 
of new duties are complicated by a basic conflict within 
nursing itself. An early philosophy of bedside care involved 
an intimate personal patient inter-action wihch is now 
being crowded out by the administrative, teaching, re- 
search, and related duties of nurses. Nursing as a pro- 
fession is beginning to face this problem but has not yet 
adequately worked it through. Until this is done and the 
professional role of the nurse is more clearly defined, as 
well as emotionally and intellectually accepted by the 
profession, no answer to the question of what to teach 
will be readily available. 

The process of downgrading and releasing some func- 
tions to ancillary groups also raises problems of role sub- 
ordination, authoritative control of ancillary groups, and 
responsibility for educational functions. These are as yet 
secondary problems, overshadowed by the necessity * of 
first defining and accepting the role of professional nursing. 

Certain broad problems require specific attention. Their 
implications for psychology in the nursing curriculum are 
determined by the tremendous scope and diversification 
of nursing duties—from bedside care to administration and 
research. A further question involved in the selection of 
instructional subjects concerns the ability to make choices 
about the relative importance of the psychological processes 
of illness on human inter-action. Then, too, how might 
satisfying the needs of patients be taught apart from the 
teaching of leadership functions, small group processes, 
system analysis, and decision making? There are also the 
special needs in nursing. Too often in the past the disci- 
plines involved in nursing education—medicine, biology, 
physiology, psychology, sociology—have not shaped their 
materials to meet nursing problems, but narcissistically 
and egocentrically have provided an unrealistic content 
reflecting their own needs and desires. 
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How to teach then depends upon what is to be taught 
ind to whom. We must also realize that formal education 
as a discipline is based upon uncertain technological as- 
sumptions and that we must be discriminating about when 
to teach by precept and when we should teach by example. 
Here the examination of problems of participation in the 
classroom versus a clinical setting will reveal how costly the 
latter method is in terms of time, facilities, and personnel 

Who is to be taught depends not only on what is taught 
and how it is presented, but also on recruitment problems. 
How large a pool of potential nurses can our economy 
provide? Professional needs are not ultimate, they are 
relative to our special economy and culture. What com- 
promises may be necessary to meet the needs and desires 
of prospective nurses? What special problems arise from 
the fact that nursing is predominantly a female profession? 

Morning discussions within the workshop subgroups dealt 
Then after lunch the 


workshop parti ipants reconvened in a general session 


with this provocative presentation 


Miss Muller (Moderator This afternoon Dr. Hunt is 
with us to raise questions and to clarify others regarding 
his talk this morning. Group representatives seated at this 
table are Mrs. Doan, Group I; Mrs Weber, Group II; Miss 
Cheney, Group III; Miss De Vries, Group IV; and Mrs. 
Weltmer, Group V. Dr. Hunt, would you like to have all 
the questions before discussing any of them? 

Dr. Hunt 


nondirective 


Isn't there something in your program about 


techniques? However, there is possibility 


that the questions will organize and cancel out one another 
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Now, what are the 

Mrs. Doan: Who selects the material borrowed from 
other disciplines which should be shaped to our needs? Is 
it really better for nurses to receive a general education 
before going into a specialty? Some European countries 
start nursing programs with specialties and then continue 
with general education. I have one more question: What 
is the difference between knowing about and recognizing 
illnesses? 

Mrs. Weltmer: Di 


giving so much information in the short time we are here, 


Hunt, you questioned the value of 


ind we want to know why this is not justified when it is 
likely to stimulate people to go further on their own? How 
much does the technique ol teaching have to do with some 
teachers being better than others? 

Miss Cheney: We should like to know more about the 
idvisability of educating such various nursing groups as 
\ides, practical nurses, and students in the same institution 
What is the value of teaching nursing students to learn 
from observation, compared with learning by doing? 

Miss De Vries: How reliable are the selection tools we 
use in nursing? What is our responsibilty for the student 
who has been selected and then seems unsuited to nursing? 
Are we obligated to help her find a more suitable field? 
The concept of nursing which the public and prospective 
students have involves the administration of patient care 
but a nurse is confronted with the need to take on adminis- 
trative duties. How soon should we prepare a student for 
such responsibilities? 

Mrs. Weber: Should students be 
we teach as we do? What are some criteria for revising a 


made aware of why 


course outline in a basic subject? 
Dr. Hunt 


these questions 


I am going to need your help on some of 
However, the thread running through all 
of them consists of educational content and teaching. 

I can't answer the question on the selection of educa 
tional content borrowed from othe disciplines for use in 
nursing, but Ill risk some generalizations about historical 
Here dropping of 
boundaries. You must present confusion in 


patterns you will find a necessary 


realize my\ 
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stepping out of a role as an experimental psychologist to 
talk with you about nursing. If you find my contributions 
of value you will accept them. Likewise you should expect 
your contributions to be accepted by other disciplines 
when you cross over to them. 

You have nurses—for instance, Miss Muller and Miss 
Nahm—who are interested in psychology, and psychology 
is interested in related nursing problems. Such cross-dis- 
ciplinary contacts are helpful in the selection of appropriate 
content in nursing. You are already aware of what happens 
when a physicist gets interested in chemistry and the 
chemist in physics—you then have physical chemists. And 
the combination of biology and chemistry has resulted in 
the formation of the field of biochemistry. 

We are likely to be insecure in our excursions into other 
disciplines and their invasion into ours. There is no quick 
and easy solution to this matter, such as drawing hard 
and fast lines to indicate that a nurse should keep to 
interaction, a psychologist to communication, a human engi- 
neer to informational theory. But you might ask about who 
is more capable and best prepared in the situation. As 
nurses, you have political opinions; why not scientific 
opinions, too? 

What was the question in regard to good teaching? 

Mrs. Weltmer: We wondered about which method of 
teaching makes the good teacher. 

Dr. Hunt: There have always been good teachers but 
we have no definite formulation about what made them 
what they are. I interpret your question to be related to 
my criticism that teaching has largely been rule of thumb, 
rather than scientific. Education has progressed through its 
good teachers. We learn to realize about the past. But 
science struggles to look ahead and predict about how to 
make things come out the way we want them. One of 
the answers I can offer is that good teaching depends on a 
combination of knowledge and enthusiasm for the subject 
matter, the tvpe of teacher, the kind of student, and the 
circumstances. These exist in unlimited combinations. 

This leads me to your question about the learning values 
to be derived from observation and participation. Some 
things are self-evident when we observe them intently 
against an interpretative background, while other things 
require us to become personally involved before we can 
learn. Let me ask: “How sick is the patient?” Then let's 
consider someone with a broken back who needs to be 
bathed. At first a voung nursing student might observe 
how to give such care before she participates in doing it 
herself. Without some previous observation and under- 
standing of the implications, I shouldn’t want to participate 
in getting someone with a possible broken back or a skull 
fracture on to a stretcher and into an ambulance. 

Miss Bowen: There are some things—such as driving 
an automobile—you can’t learn by merely observing someone 
else. You have to get the feel of it, and you get that only 
by doing the driving, as well as observing. On the other 
hand, manv of us have taken science courses in which we 
spent hours in setting up an experiment and following it 
through. To me this is wasted time, because this could be 
shown by film and followed by a discussion. Therefore, 
it depends on what you really want the students to learn. 
Do you want them to get insight into a process or do you 
actually want to develop skills? 

Dr. Hunt: I agree, but how do you answer in terms of 
generalization? You are asking me general questions to 
which I have no answer. 


In the next issue of NURSING WORLD we shall con- 
clude the report on the discussion led by Dr. Hunt and 
give some pertinent clarification of generalizations. 
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WHAT DO GRADES REPRESENT? 


Does learning ability influence the grades nursing students 
receive? In the concluding article in a series of three based on 
a study conducted by the author, she explains what the study 
revealed concerning scholastic aptitude and course grades. 





by ALICE E. KEEFE, R.N., Ph.D. 


Associate Professor, St. John’s 
University, Department of Nursing 
Education, School of Education, 
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N continuing with the analysis of 

the data collected from the schools 
of nursing records of 882 nurses! in 
terms of the basic assumption that “pro- 
fessional promotions should be related 
to competency based on intelligence, 
preparation, and ability,”? the question 
of the relationship between the scores 
on tests of scholastic aptitude and 
grades received for nursing courses in 


schools of nursing will be considered. 

It has been determined from statisti- 
cal evidence that little or no relation- 
ship exists between measured scholastic 
ability and promotions in narsing.® 
Since tests of scholastic aptitude meas- 
ure “learning ability,” it might be ex- 
pected that holders of high scores 
would attain higher course grades and 
those with lower scores, lower grades. 
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Due to the absence of definition, it 
is impossible to determine if reported 
course grades connote the broader con- 
cept of evaluation or the narrow con- 
cept of measurement. Work performed 
by students may be graded upon the 
basis of poorest, best, and average or 
upon the progress each individual has 
made from the point at which he 
started. The subjectivity and variability 
between instructors and schools are 
recognized. Regardless how they were 
arrived at, the final grades appearing on 
a student record indicate the judg- 
ments made of that student by those in 
positions to make the judgments. 
Grades indicate approval or disap- 
proval of performance in terms of ex- 
pectations. 

It is a generally accepted assumption 
that an educational system is a sorting 
and selecting process: “In addition to 
the principle of intellectual ability there 
are such principles of selection as eco- 
nomic status, social status and social 
personality.”* 

Abrahamson® studied factors that 
had influence on the distribution of re- 
wards and punishments to school 
children by teachers and peers. He 
recognized that children whose back- 
grounds, values, and modes of be- 
havior most nearly resembled those of 
the controlling group were the children 
favored. 

* Stephen Abrahamson, “A Study of 
the Relationship Between the Social Class 
Background of Junior High School Stu- 
dents and the Rewards and Punishments 
of the Junior High Schools,” unpublished 
Ph.D. thesis, New York University, 1951. 
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Rewards, represented by grades, are 
recognized as a motivating force in any 
learning situation. The withholding of 
rewards is a form of punishment and 
causes the individual to withdraw, by 
some mechanism, from an uncomfort- 
able situation devoid of satisfaction. 
These discriminatory processes would 
seem to have the power to prevent a 
student who is “different” from achiev- 
ing easily. 


Tests 


Intelligence tests have been con- 
structed and validated in an attempt 
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to predict academic and_ cultural 
achievements. It has been recognized 
that genetic, developmental, and moti- 
vational factors are involved. Davis,5 
Eells, and Wadet are among those 
who have provided some evidence that 
educational systems are discriminatory, 
yet it is through these systems that an 
individual must be evaluated before he 
can aspire to higher education or make 
a free choice of occupation. 


Psychiatric and Pediatric 


Psychiatric nursing and pediatric 
nursing are among two of the courses 
included in the curricula of all the 
schools represented in the study group. 
Grades from these two courses will be 
compared with the scholastic aptitude 
scores. 

When the schools were classified ac- 
cording to type of program for nurse 
preparation (diploma-granting or de- 
gree-granting), the information sought 
was not available on all records; this 
accounts for the variations in numbers 
reported in the different tables pre- 
sented. 

The mean average course grade was 
calculated for each mid-point score on 
the test of scholastic aptitude; with the 
mean for each score determined, the 
Spearman Rank-Difference correlation 
was calculated. 

For the graduates of the diploma 
programs, a quite high correlation, 
tho .85, exists between the scholastic 
aptitude scores and the psychiatric 
nursing grades (Table I). In view of 


+ Durlyn E. Wade, “Student Success 
in a State Teachers College and the Dis- 
tribution of Social Class Status,” unpub- 
lished Ph.D. thesis, New York University, 
1954. 
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the predictive value of the test that 
scores below 80 fail scholastically or 
are in the lowest third, it is surprising 
that the mean average for those in the 
60-70 range was 85 per cent. 

Within the degree programs there 
seems to be almost no correlation— 
indicated by an rho .05—between the 
“academic ability’ scores and _ the 
grades received in psychiatric nursing 
(Table IT). 

The same test was applied to the 
course grades in pediatric nursing for 
the two groups. 


the psychiatric nursing course among 
graduates of the diploma-program 
schools (Table III). It will be noticed, 
however, that there is a difference of 
only 4.04 points in the mean average 
of students, regardless of scholastic 
aptitude scores. The lowest average is 
84.25. This seems to indicate that the 
score of “learning ability” does not in- 
fluence the course grades to any great 
extent. 

The pattern of no correlation, rho .01, 
holds for the pediatric nursing as well 
as for the psychiatric nursing grades for 


McManus? notes that there is in nurs- 
ing education “confusion in selecting 
learning processes that are truly educa- 
tional and evaluating learned outcomes 
that are consistent with education,” and 
these “have resulted from failure to 
differentiate between mental processes 
of different levels involved in education 
as distinct from those used in training.” 
The emphasis is on rote memory with- 
out developing the higher mental 
processes of association and judgment. 

These reported grades lead one to 
question the predictive value of the 
tests of learning ability or the methods 
of teaching and grading and/or the 
content of courses where the student 
with low scholastic ability achieves 
grades as high or higher than those 
with better learning ability. 

If school grades are not influenced by 
scholastic ability, other factors or in- 
fluences may be at work. 
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Interview 


(continued from page 20) 


in the advanced stage of cancer, the so-called spread stage, 
is the most challenging and rewarding. Unfortunately, many 
bedside nurses lose tremendous opportunities for providing 
the highest type of nursing care by looking on these patients 
with the attitude that “you can’t do anything for them, they 
are going to die anyway,” or “they are in such pain and have 
such odors, and they are so depressing to care for.” 

I deplore such attitudes among professional nurses and 
consider it a great challenge to care for a patient with ex- 
tensive osteolytic metastasis to see how I can help her live a 
good life and ward off pathological fractures. Also, tremend- 
ous work is being done in late-stage cancer; for example, 
the hormonal control of spread by androgens and estrogens, 
the control of pain by the prefrontal lobotomy and nerve 
blocks, the spectacular work being done in radiation therapy, 
removal of the pituitary gland, and the recent development in 
bilateral adrenalectomy. Again, I could mention the exentera- 
tion operation for frozen pelvis in gynecological cancer and 
the disarticulation of a limb or hemipelvectomy for bone 
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cancer. All these surgical advances call for the highest skill 
on the part of truly professional nurses, and I feel concerned 
that we spend so little time in educating our young practi- 
tioners in this vast field. 

Q. Miss Nelson, you make it all sound so interesting and 
exciting and yet we haven't even referred to the field of 
radiation medicine. Would you be willing to continue with 
this interview another month? 

A. I certainly shall be pleased to continue. There is so 
much a nurse should know about principles governing cancer 
nursing care, about the kinds of radiation used—X-rays, 
artificially produced and natural radioactive isotopes—the fac- 
tors governing radiation safety, and other aspects which are 
new in the diagnosis and treatment of cancer. 

It worries me when nurses say they didn’t know radioac- 
tive iodine was excreted in the urine and consequently 
handled it carelessly. Other nurses are fearful when caring 
for patients receiving radioactive phosphorus, yet the nurse 
caring for this patient cannot be contaminated. Nursing edu- 
cation has a long way to go to help our practitioners learn 
how to handle these commonly used treatments, and I shall 
be happy to discuss this subject in a later interview. 
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War Against Heart Diseases 


continued from page 13) 


across Synapses are also required. 
therapy has signifi- 
caused by 


Anticoagulant 
deaths 
thrombosis the 
the 


becomes so 


cantly decreased 
embolism. In 
heart lining (endocardium) 
area of infarction often 
involved in the disease process that a 
thrombus forms in the particular cham- 
ber of the heart—usually the left ven- 
tricle—whose wall is infarcted. Through 
the prevention of the formation of such 
a thrombus, the patient is saved from 
the danger of an embolus arising from 


coronary 
over 


the ventricular thrombus and causing a 
cerebrovascular accident, an infarcted 
bowel, or any similar embolic complica- 
tion Anticoagulants also prevent throm- 
bosis of a leg vessel during the period 
of bed stay, thus protecting the patient 
against pulmonary embolism or gan- 
grene of the leg 

Research is also being conducted to 
find a substance possessing the power 
to dissolve a newly formed blood clot. 
the which 
during recovery from lobar pneumonia 
dissolves the fibrin that has filled the 
alveoli of the lung tissue. Fibrin is 
the substance comprising the essential 
portion of a blood clot. All other com- 
ponents of the clot, such as blood cells 
and even water, are held by the fibrin 


Fibrinolysin is substance 


much as a sponge holds solid particles 
and liquid. The intravascular injection 
of fibrinolysin when successfully de- 
veloped as a safe and effective pro- 
will no doubt the 
ultimate form of therapy for thrombosis 


cedure become 
and embolism 
There is only limited value in suc- 
cessful treatment of heart disease unless 
society will allow the patient to return 
to a form of activity appropriate to his 
residual limitations. At the 
there is such a strong 
emotional component in the public’s 
ittitude toward a person with a history 


cardiac 


presen time 


of heart disease that it is making it very 
difficult for him to become employed 
if any change in jobs is required. The 
compensation laws of most states penal- 
ize an employer very heavily if a person 
with a heart dies 
from any cause which can possibly be 
interpreted as job-connected. 


history of disease 


One of the most effective weapons in 
breaking down this social and economic 
barrier has been the work classification 
units which have been established in 
some cities and are being set up in 
others. In these centers each patient 
is studied most carefully to learn exactly 
how much energy output he can tolerate 
without danger of going bevond his 
cardiac reserve. Upon the basis of this 
physical evaluation, plus the emotional 
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CLASSIFIED ADVERTISEMENTS 








CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preceding 
publication date, Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompained by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y 











PSYCHIATRIC NURSING: Clinical Instructor 
in a fully accredited private hospital near Balti- 
more, Md. Give academic and experience back- 
ground when applying to Theresa G. Muller, 
Director of Nurses, The Sheppard & Enoch 
Pratt Hospital, Towson 4, Md. 


INSTRUCTOR — CLINICAL, EVENINGS & 
NIGHTS: Should have B.S. degree in nursing 
education and minimum of two years’ experience 
in two of the following positions: instructor, as- 
sistant instructor, head nurse. 400-bed private 
general hospital with expansion program to be 
completed in fall 1958. 150-student school of 
nursing, three-year diploma course. Contact Per- 
sonnel Department, Milwaukee Hospital, 2200 
West Kilbourn Ave., Milwaukee 3, Wis. 


NURSING ARTS INSTRUCTOR OR ASSIST- 
ANT: To assist with teaching of Nursing Arts 
shared with three instructors. N.L.N. fully 
accredited diploma program with university 
affiliation for basic sciences. 160 students. Ex- 
cellent personnel policies, pleasant working con- 
ditions in 576-bed hospital, JCAH accredited. 
Newly furnished apartment nearby at reason- 
able rent, if desired. Please write Personnel 
Director, St. Luke’s Hospital, Duluth 11, Minn. 
PSYCHIATRIC NURSING: Instructor (Male) 
for attendant program in a fully accredited 
private hospital near Baltimore, Md. Give aca- 
demic and experience background when apply- 
ing to Theresa G. Muller, Director of Nurses, 
The Sheppard & Enoch Pratt Hospital, Towson 
4, Md. 


WORK OVERSEAS: Nurses and technicians 
are needed by American companies with over- 
seas projects. Booklet tells how and where. Price 
$1. Satisfaction guaranteed. Free booklet on 
retirement in economical Mexico with each order. 
Publisher Rathe, Box 2013, Pasadena, Calif. 
PSYCHIATRIC NURSING: Supervisory and 
Staff Nurses (Men and Women) in a fully ac- 
credited private hospital near Baltimore, Md. 
Give academic and experience background when 
applying to Theresa G. Muller, Director of 
Nurses, The Sheppard & Enoch Pratt Hospital, 
Towson 4, Md. 

PSYCHIATRIC NURSING: Assistant Director 
of Education in a fully accredited private hos- 
pital near Baltimore, Md. Give academic and ex- 
perience background when applying to Theresa 
G. Muller, Director of Nurses, The Sheppard & 
Enoch Pratt Hospital, Towson 4, Md. 


BARNES HOSPITAL: Offers to graduates of 
accredited schools of nursing a comprehensive 
course in anesthesia, embracing administration 
of nitrous oxide, ethylene, cyclopropane, ether, 
barbiturates, etc. Modern techniques taught in- 
clude face-mask, endotracheal, intravenous, rec- 
tal, etc. Write to Mrs. Dean Eberhardt Hayden, 
Director, School of Anesthesia, Barnes Hospital, 
St. Louis 10, Mo. 


OBSTETRICAL SUPERVISOR & INSTRUC- 
TOR, CLINICAL INSTRUCTOR IN MEDICAL- 
SURGICAL NURSING, AND NURSING ARTS 
INSTRUCTOR: 115-bed hospital with diploma 
school of nursing. B.S. degree and experience 
preferred. Contact Director of Nursing, Naeve 
Hospital, Albert Lea, Minn. 

NURSING SUPERVISOR: Required for com- 
munity-owned 18-bed general hospital. Full main- 
tainance $48.00 per month in new modern nurses 
residence on hospital grounds. Scenic location, 
in Rocky Mountains west of Calgary, Alberta, 
on Trans Canada Highway. For full particulars 
write: C. F. Collins. Secretary, Golden General 
Hospital, Golden, B.C. 


IMMEDIATE OPPORTUNITIES FOR THREE 
STAFF NURSES: In the heart of the Canadian 
Rockies, British Columbia, Canada. Eighteen-bed 
community hospital in scenic setting. Starting 
salary, $250.00 per month. Full maintenance 
available, in modern nurses residence. For full 
particulars write: C. F. Collins, Secretary, Gold- 
en General Hospital, Golden, B.C. 
NURSES: Supervisory, O.R., and General Duty. 
Accredited General Hospital in suburbs of Wash- 
ington, D.C. New air-conditioned wing, piped-in 
oxygen, nurse-patient intercom. Forty-hour week, 
merit increases. Near-by universities for con- 
tinued education. Director of Nursing, Suburban 
Hospital, Bethesda, Md. 





reactions of the patient and his family 
toward re-employment, and the skills, 
knowledge, and intelligence of the pa- 
tient, he is matched with an available 
job. The excellent health experience of 
patients who have received the evalua- 
tion and guidance provided by such a 
work classification unit has done much 
to aid the breakdown of the prejudice 
and fear that have been serious draw- 
backs to full rehabilitation of the cardiac 
patient. 

Assistance for the cardiac housewife 
has been actively promoted by the 
American Heart Association through its 
Heart of the Home programs. An in- 
creasing number of State Heart Associa- 
tions are now bringing this assistance 
to the women of their areas through 
organized programs of instruction. The 
instructor for these lessons in home-task 
simplification has often been appointed 


to the Agricultural Extension Service of 
the state’s Home Economics Program. 

Most recently the American Heart 
Association has been studying the ener- 
gy expenditure required by the many 
types of farming activities and how 
these tasks can be modified so as to be 
most effective in conserving the energy 
of cardiac farmers. 

Educational programs are now being 
prepared on the basis of research find- 
ings and soon: will be ready for state 
implementation. 

And so we see that our investment 
of dollars, hours, thought, and energy 
have borne some ripened fruit. It has 
also laid foundations of knowledge upon 
which additional advancement can be 
built in the years ahead. With each 
step ahead nurses are faced with new 
opportunities for service and with new 
challenges, 
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SPECIAL OFFER FOR NURSES 


New, therapeutically 
effective 


plioam cleanse pae‘ 


(incidentally, pronounced ‘‘foam’’) 


for better skin hygiene 


“4 more rapid improvement in skin tone, 
appearance and healing rate was achieved 
in 84.4% of the patients.” 


Kice, Janith S.: 
Clin. Med. V:1213, Sept. 1958 


pHoam cleanse pac is a soapless cake, contained 
in a long-lasting, sponge-like applicator that cleanses 
and stimulates the skin without irritating. It elimi- 
nates blackheads and oily plugs, promotes healing 
of pimples. Cumulatively antiseptic and deodorant. 


YELLOW cakes and applicator are highly effective in 
acne, seborrhea and excessive oiliness—medicated 
with sulfur, salicylic acid and bithionol U.S.P. 


PINK cakes and applicator give new tone and vitality 
to youthful and aging skin—are helpful in dry and 
scaly conditions. 


SAVE $1.00 Send only $1.25 


To: DOAK PHARMACAL CO., INC., c/o Nursing World 
480 Lexington Ave., New York 17, N.Y 
Enclosed $1.25 
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DOAK PHARMACAL CO., INC. 


NEW YORK 17, N.Y. Please send me the [] Yellow C) Pink 


pu Oam cleanse pac 
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1. 
NURSE 
WITH 
THE 
GOLDEN 
FUTURE 


Meet Lt. Dolores Gleich, Class 
of °57, South Dakota State 
College. Lt. Gleich was the first 
nurse to participate in the 
Army Student Nurse 
Program. She’s now stationed 
at Walter Reed Army 
Hospital, Washington, D.C. 


be 


She wears the gleaming gold and ebony 
caduceus... emblem of the Army 
Nurse Corps. Her insignia symbolizes 
the golden opportunities enjoyed only 
by the Army Nurse... 


e Outstanding educational opportunities 
(details below‘). 
e Traditional privileges and high 
salary of an Army officer. 
e Exciting social and travel opportunities. 
e Excellent opportunities for rapid 
professional advancement. 
e Deep satisfaction of serving both 
humanity and country. 


‘Outstanding educational opportunities 
include these three programs: 


| O Student Nurse Program. Lets you 
compiete up to two years of 
full-time study in your own school. During 
that time, you receive the full pay 
and allowances of an enlisted Reservist 
on active duty. 


9) O Registered Nurse Student Program. 
Entitles you to one year of 
full-time study toward completion of a 
bachelor’s or master’s degree in nursing. 
You receive the full pay and allowances 
of a commissioned officer — while 
studying in an approved college 
or university of your choice. 


Ss 
2 Oo Postgraduate Clinical Program. 
2) Interested in specialization? Ask for 
details about programs offering advanced 
courses in Anesthesia, Operating Room 
and Obstetrical Nursing and 
Hospital Administration. 


ee: 


BE THE NURSE Thi THE GOLDEN FUTURE! MAIL THIS COUPON TODAY. 


NURSE CORPS 


THE SURGEON GENERAL 
Dept. of the Army 

Washington 25, D. C. 

Attn: Chief, Personnel Division 


Please rush me free booklets about the Army Nurse Corps Programs 
I've checked. (| am a Student Nurse R.N ) 


} Army Student Army Registered 
) Nurse Program } Nurse Student Program 


— Army Postgraduate 
} Clinical Program 
Name 
Address 
City State 


Telephone Number 





